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CLINICAL ASPECTS OF PYELONEPHRITIS 
IN PREGNANCY * 


BY E. GRANVILLE CRABTREE. M.D.,t AND GEORGE (, PRATHER, M.D. 


AYER (1541) first remarked the difference 

found to exist between the pyelitis of preg- 
naney and other forms of pyelitis. He was un- 
able to explain this difference except by the clin- 
ical courses and symptoms of the two forms of 
the disease. Then followed a long period of 
controversy through the ’90’s, as to whether or 
not the difference in the courses of the diseases 
could not be ascribed to different modes of entry 
into the kidneys of the bacteria concerned. The 
ascending infectionists made an almost indelible 
mark on the subject of urinary infections 
through this controversy. Echoes of their ef- 
forts are still noted in present day literature. 

Sippel (1843) called attention to the finding 
of dilated ureters in autopsies. More recent 
work shows this to be an almost universal finding 
in pregnaney. Cystoscopy confirms this opin- 
ion. (See charts below.) 

Brongersma (1904) did drainage of the pelvis 
by eatheter in one ease in right-sided pyelitis of 
pregnancy without success. The case was far 
advaneed, and the patient had to be aborted. 

In these early observations are noted most 
of the essentials of pyelitis of pregnancy. Wider 
use of the eystoscope and ureteropyelography 
has confirmed these early observations and per- 
mitted sufficient study to enable the urologists to 
devise means of treatment. The last five years 
have marked the greatest advance in treatment 
and understanding of this condition. Cysto- 
seopie treatment of pyelitis of pregnancy is es- 
tablished. 

It now seems to be safe to assume that some 
degree of back pressure on the kidneys, with the 
ureters and pelves dilated, is the rule in preg- 
nancy whether or not urinary infection is pres- 
ent. Observations on normal women are not 
often obtained, yet in cystoscopic examinations 
for other conditions, in autopsy cases, and in 
double ureteral catherizations of cases with uni- 
lateral symptoms, there are residual urines to 
be found in both kidneys in almost all instances. 
These residual urines vary from 6 to 10 ¢.c. to 
several ounces. The average is from 20 to 40 
c.c. The above conditions are most marked in 
primiparae, persist to some degree in multiparae 
who have had several pregnancies in rapid suc- 
cession, and even persist in short intervals be- 
tween pregnancies, in the latter type of case. 
Residuals are absent most often in the multip- 


*From the Urological Clinic of the Boston Lying-In Hospital. 

+Crabtree—Head of Urological Service, Beth Israel Hospital. 
Prather—Assistant Urologist, Beth Israel Hospital and Boston 
Lying-In Hospital. For records and addresses of authors see 
“This Week's Issue,’ page 387. 





arae where the pregnancies are not close to- 
gether. 

The cause of urinary stasis in pregnancy has 
long been a disputed point. We are convinced 
that the most essential etiological factor is a 
tight fitting foetus in an inelastic abdomen in 
the woman who is in the midst of her first or 
second pregnancy. This statement is in refer- 
ence to the previously undamaged kidney, and 
does not hold where preéxisting renal pathology, 
often infected by the pregnancy, is brought into 
prominence through embarrassment of previous- 
ly adequate drainage. Unfortunately renal stud- 
ies previous to the onset of pregnancy are usu- 
ally not available. The exact nature of the kid- 
ney and ureter is only determinable in some in- 
stances by their return to normal after the preg- 
naney is over and the infection eured. Such 
cases are now sufficient in number in our clinic 
to allow of the above statement. 

Bacteriurias in pregnancy are more frequent 
than urinary tract infections. By this is meant 
not the occasional bacteria found in stained sed- 
iment or the rare colony growth on culture 
media, but sufficient bacteria without pus to 
give macroscopic evidence by haziness of the 
urine. Opitz, who early noted this fact, consid- 
ered that infection followed the appearance of 
the bacteria. This does not always follow. In 
189 pregnancies observed at the Boston Lying- 
In Hospital at the MeLean Street location (Pat- 
terson) (1919-22), 157 patients remained bac- 
teria free throughout pregnancy; 26 cases had 
definite bacteriurias without symptoms of any 
kind; 11 of these had positive albumin tests. 
These patients finished pregnancy symptom 
free. Six patients may be considered to have 
had infection, since pus appeared in addition to 
bacteria in the urine. Four were without symp- 
toms of infection except for mild cystitis. In 
two cases symptoms of pyelonephritis developed. 
One patient’s pregnancy was interrupted in the 
sixth month and she recovered; the other was 
delivered but soon died; autopsy showed pyelo- 
nephritis, pyonephrosis and empyema of the gall 
bladder. 

It is interesting to note that in the records of 
the Boston Lying-In Hospital, where the impor- 
tance of the hygiene of pregnancy has always 
been kept in its deservedly prominent place, a 
temporary lapse from urging water drinking in 
pregnancy in the clinics was noticeable by in- 
creased frequency of pyelitis of pregnancy. 

There are few data to be found indicating 
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the frequency of occurrence of urinary infee- 
tion in pregnancy. The impression seems to be 
prevalent among obstetricians that pyelitis of 
pregnancy is an extremely rare disease. In 
private cases and in early hospital eases at the 
Lying-In Hospital, at a date previous to eysto- 
scopic and catheter examinations, there is some 
evidence of errors in determining the existence 
of the disease, due to faulty differential diagno- 
sis between pelvic sepsis, appendicitis and pye- 
litis of pregnancy or the postpartum. Through 
the co-dperation of members of the Boston Ob- 
stetrical Society in submitting their data from 
the records of private eases, together with the 
records of the Lying-In Hospital for the past 
two years during which time there has been 
free use of the cystoscope and catheter urine to 
determine the diagnosis, a figure somewhere 
nearly accurate as to the prevalence of the dis- 
ease has been compiled. In a total of 10,132 
cases, postpartum pyelitis occurred 20 times, 
and pyelitis of pregnancy occurred 169 times. 
According to these figures, pyelitis of pregnancy 
occurs in approximately 19% of all deliveries, in 
this instance .97%. So serious a complication, 
which occurs once in every 100 eases, cannot be 
taken lightly, and justifies definite understand- 
ing and definite measures for the combatting of 
the disease. 

The bacteria concerned in pyelitis of preg- 
nancy is the colon bacillus in overwhelming pre- 
ponderance; yet other bacteria occur as the in- 
fecting organism. We have found that there 
has been little difference either in the course of 
the disease or in respoase to treatment where 
the organism was other than B. coli. In two 
instanees in which a streptococcus was the in- 
fecting organism, profound prostration neces- 
sitated prompt delivery. Both cases recovered. 
In these two instances we attributed the exces- 
sive reactions to the type of organisms found. 
Widal and Benard, who, in 1912, reported blood 
cultures showing the same organisms in the 
blood stream and the urine, also call attention to 
the frequeney of bacteriemias in infections dur- 
ing pregnancy surpassing that found in the 
non-pregnant. If pyelovenous back-flow (the 
passage of fluids under pressure from the pel- 
vis of the kidney into the renal veins) is a fact, 
the conditions for back-flow of infected urine 
into the circulation to produce a bacillemia are 
nowhere more favorable. Some such phenom- 
enon is needed to explain the profound septic 
reaction of these patients. 

Nowhere in urology is to be found a condi- 
tion producing such pronounced changes of an 
obstructive nature which ean be thoroughly and 
quickly removed as in ureteral embarrassment 
from pregnancy. This fact alone is sufficient 


to force the conclusion that the obstructive fae- 
tor is the tight fitting uterus and to discredit 
other possible factors such as hyperplasia of the 
lower ureter and the bladder wall, proof of 
which was definitely established by the work 
of Hofbauer. Delivery is immediately followed 
by cessation of symptoms except where. there is 





extensive and probably preéxisting renal path- 
ology, and in those instances in which the pye- 
litis type of lesion is subsidiary in importance 
to an extensive pyelonephritis. In the latter type 
of case subsidence of symptoms is slow. In the 
former the temperature and pulse become nor- 
mai within from 12 to 36 hours. 

Clinically, two definite different renal condi- 
tions seem probable in these infected kidneys in 
pregnancy, the one essentially a pyelitis type 
of infection, the other a pyelonephritis. Unfor- 
tunately these kidneys cannot be checked micro- 
scopically to establish or discredit this coneep- 
tion because so few patients die, and those who 
do die show confusing terminal tissue changes. 
In the normal kidney of the non-pregnant wom- 
an who suffers a transitory pyelonephritis the 
usual course of the disease is three to four days 
of sustained symptoms with three to four days 
of subsiding symptoms, which gives a quite typi- 
eal chart. In the pyelitie type, during pregnan- 
ey a complete and permanent drop in tempera- 
ture and pulse may oceur in 12 hours. In the 
pyelonephritie type, in contrast, complete sub- 
sidence of temperature may not occur even fol- 
lowing interruption of pregnancy for from three 
to ten days. 

The symptoms produced by urinary tract in- 
fections in pregnaney are capable of a wide 
scope of variation from the same disease in the 
non-pregnant. Bladder symptoms, which are 
so commonly present as distressing onset symp- 
toms, may be entirely absent and are usually 
of minor importance even though the urine is 
foul, concentrated and bacteria laden. In rare 
instances eystoscopie evidence of cystitis is 
totally lacking in a bladder through which such 
urine has been passed for days. Rarely in toxie 
patients bladder retention occurs, presumably 
from atony. Symptoms referable to the right 
ureter and with costo-vertebral symptoms lack- 
ing may, along with temperature and elevated 
pulse, produce the picture of appendicitis. It 
is worthy of note that many patients with pye- 
litis of pregnancy are admitted to the Lying- 
In Hospital under that diagnosis, and that with 
a better understanding of pyelitis of pregnancy 
there has been a decrease in the diagnosis of and 
operations for appendicitis. It is frequently 
noted that with pronounced symptoms on one 
side, usually the right, at cystoscopy a more ex- 
tensive pelvie dilatation and a more severe in- 
fection may be found on the opposite side, which 
has given no symptoms whatever. Hematuria 
from one kidney has been found as the initial 
symptom of a well-established pyelitis of preg- 
nancy in six eases in the course of the past 
seven years. As a rule, the white cell count 
varies between 10,000 and 15,000. 

Other types of urinary tract infection must 
be kept in mind, since they may have their in- 
ception during pregnancy, but are extremely 
rare. Aside from calculus, polycystic kidney, 
hydronephrosis and other gross renal changes 
which already exist and become infected during 
pregnancy and may be mistaken for pyelitis of 
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pregnancy, carbuncle of the kidney has been 
found once, multiple abscess of the cortex 
(staphylococcus aureus) twice, and renal tuber- 
culosis once. Yet so overwhelming a prepon- 
dlerance of pyelonephritis exists that our clinic 
is. known about the hospital as the ‘‘pyelitis 
clinie’’ rather than the urological clinic. 

Ureteral calculus as a complication of pyelitis 
of pregnancy has been seen occasionally. In 
most cases we have been able to push ureteral 
calculi back through the dilated ureter into the 
pelvis, where they remained symptomless dur- 
ing pregnancy. In no instance was the stone 
passed during the pregnancy, although in one 
case it passed the day following normal deliv- 
ery. In two instances impacted ureteral caleuli 
have been removed from the ureter by open op- 
eration during pregnancy, one in mid-ureter 
during the sixth month, the other from the lower 
ureter during the seventh month. Surgery of the 
ureter is complicated to some extent by the pres- 
ence of the fetus, but to a greater extent by the 
engorged and greatly enlarged vessels of the 
bony pelvis which form a portion of the blood 
vessel hyperplasia of pregnancy. In no instance 
has urological surgery on the kidney or ureter 
produced misearriage. Precautions through lib- 
eral use of morphine have, of course, always been 
taken. Relief of obstruction of the ureter im- 
mediately on recognition, if infection is present 
above the obstruction, is as imperative in the 
pregnant as in the non-pregnant. Cystoscopic 
examination and manipulations are made with 
the same freedom in the pregnant as in the non- 
pregnant woman. 

Cystoscopy in pregnancy is sometimes as 
easily accomplished as in the non-pregnant, but 
is often quite difficult. Its difficulty seems to 
depend upon the position of the uterus and the 
descent of the fetus in the later months. Im- 
paected ureters in early pregnancy deform the 
bladder; in one instance there was retention of 
urine similar to that occasionally produced by 
fibroids. In primiparae and in the latter months 
of pregnancy, when the head is low, the bladder 
is compressed, but apparently the trigone re- 
mains fixed. At this time the ecystoscope can 
be easily inserted without trauma if, when it 
meets obstruction, the beak is turned towards the 
right or left and downwards at a sharp angle. 
To approach the opposite ureter the cystoscope 
must be almost completely withdrawn into the 
urethra and the same procedure employed in 
the opposite direction. Since the trigone re- 
mains fixed, the head may’ so carry forward the 
posterior wall of the bladder that the ureters are 
located at the point of a sharp angle made by 
the trigone and the posterior wall of the bladder. 
In such positions the catheter can be inserted 
only at ‘‘long range,’’ that is with considerable 
of the ureteral catheter projecting beyond the 
beak of the cystoscope. We mention cystoscopic 
technique because we wish to emphasize that 
trauma is avoidable even in the difficult cystos- 
copy, a fact we have had to learn. 

The point at which ureteral dilatation begins 





is easily noted within a fraction of an inch by 
the change from ureteral type of flow by inter- 
rupted drops to a steady drip or pelvic type of 
flow. Occasionally the pelvis can be emptied by 
suction when the catheter eye lies in the ureter. 
With an empty bladder, where reflux is impos- 
sible, suction will give an accurate idea of the 
pelvic and ureteral residual urine. As a rule, 
unsatisfactory drainage and emptying are to 
be expected where, on account of a redundant 
ureter and kinking, the catheter tip does not 
reach the pelvis. Lavage of the pelvis until 
thick pus is evacuated is the essential .element 
of treatment. Antiseptics, if employed in small 
amounts, are useful; 2 to 4 ¢.c. of silver nitrate 
are preferable to larger amounts. Some idea 
of the probability of improvement is obtained 
by the readiness with which the pelvis decreases 
in capacity after emptying. It is not uncom- 
mon, after removing 30 to 40 ¢.e. of pus-laden 
urine and washing the pelvis clear, to find that 
only 8 to 10 c.c. of wash-water can be injected 
without pain after 15 to 20 minutes have 
elapsed. This finding is common in the ease 
in which the duration of symptoms is short. 
These patients seem always to do well. Where 
long standing overdistention of weeks or months 
exists in a patient emaciated from sepsis, cys- 
toscopic treatment is apt to fail. Nature may 
intervene through miscarriage to end the affair. 
If improvement fails to follow cystoscopie treat- 
ment, one or two repetitions may give results. 
Three day intervals is about the right spacing 
for these treatments. Inlying catheters to keep 
the pelvis empty are not satisfactory because 
they produce edema if left long, are painful and 
so are frequently removed by the patient, and 
unless a special nurse is provided, usually plug 
and do more harm than good. Advantage must 
be taken of the relief of symptoms which imme- 
diately follows pelvie lavage to force fluids to 
the highest possible level. Failure to do this 
may lose what benefit the cystoscopic treatment 
produced. We are convinced that continued at- 
tempts to relieve severe pyelitis of pregnancy 
with the patient steadily losing ground are un- 
wise and a limited number of interruptions in 
extreme cases not only saves lives, but saves 
women from invalidism of months’ and even 
years’ duration. Cystoscopic treatment increases 
greatly the number of completed pregnancies, 
but should not be unduly persisted in until the 
patient’s life is endangered. Complications such 
as come with extreme emaciation due to sepsis, 
like the empyema of the gall bladder mentioned 
above, pneumonia, ete., serious in an already 
weakened patient, may prove fatal. © 

Relief from the acute symptoms is usually fol- 
lowed by abundant good health throughout the 
remainder of the pregnancy. This is noteworthy 
since we do not expect the patient to recover to 
the extent of a pus-free urine while the preg- 
nancy lasts. In only three cases has the patient 
become pus and bacteria free while still preg- 
nant. If reeurrence of symptoms takes place, it 
is usually in the last weeks of pregnancy and 
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our obstetricians immediately induce labor. 
After reeovery from acute symptoms, forced 


drinking of fluids is emphasized, the patient is 
given three small doses of urotropin per day 
throughout pregnancy and instructed not to ex- 
ceed two hours on her feet at a time without a 
few minutes rest Iving prone. We make no 
changes in diet. 

The effect of overdistention on the kidney dur- 
ing pregnaney is a consideration of supreme im- 
portance to the future life of the patient. Peri- 
neau’s three grades of renal retention are sound 
conceptions by which to judge the problem of 
overdistention of the kidneys of the pregnant. 
These are dependent on the amount of stretch- 
ing of the walls, destruction of elastic tissue, and 
replacement of normal ureteral and pelvie wall 
structures by sear tissue. In the non-pregnant 
it is usual to find a slight degree of hydroneph- 
rosis painful. Long standing pelvic and ureteral 
dilatations are thick-walled, inelastic, and almost 
unaccompanied by symptoms. Often, in the 
course of history-taking, symptoms of a period 
of pain, long since passed by, are elicited by 
questioning the patient, which is indicative of 
the beginnings of operation of the causal factor 
of the hydronephrosis. Similarly the onset of 
distention in pregnancy may be more painful 
than the greater dilatations, which are, in facet, 
often symptom free. 

Perineau groups kidney distentions into three 
grades : 

1) In retention of small amounts of urine 
under pressure the fibres of the pelvie walls 
are under tension but have not lost their tone. 
They return to normal after the obstruetion has 
heen removed. 

2) In more pronounced dilatation, the fibres 
are weakened but have not completely lost their 
tone and are capable of a slower but definite im- 
provement and approach to normal. 

3) More extreme distentions in which the 
tissues are overstretched, replacement of normal 
structures by inelastic sear tissue fixes the pelvic 
walls, and such a pelvis is ineapable of returning 
to normal, 

If to the conception of degree of distention is 
added duration of the dilatation we have the 
picture in pregnancy. Slight distentions of short 
duration are of little significanee. Large over- 
distentions of weeks’ or even months’ duration 
either produce prolonged impairment of pelvic 
structures or permanent damage. In some pa- 
tients there seems to be a temporary partial re- 
turn to normal after delivery, which is followed 
by further pelvic enlargements as the effect of 
infection in adding sear tissue fixation appears. 

Some facts of interest are available from a 
purely clinical study of the cases from the Bos- 
ton Lying-In Hospital. These will be examined 
both from the svmptomatie and from the eys- 
toscopie data. Clinical and eystoscopie data 
agree in establishing the fact that pyelitis of 
pregnaney is a disease predominantly of primip- 
arae and largely of parae 1 and 2. By symp- 
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ray of symptoms, together with the urinary find- 
ings, which indicate that the disease from which 
the patient is suffering is probably a pyelitis of 
pregnancy. The cystoscopie data are obtained 
from that portion of the whole group of cases 
in which cystoscopie studies have been made, 
sufficient to establish the nature of the infection 
and to establish the diagnosis bevond question 
of a doubt. 


CHART 1 
PYELITIS OF PREGNANCY 
AND 
POSTPARTUM PYELITIS 


197 Entries to 
192 Cases Hospital 











1916-1926 
PRIMIPARAE io 
PARAE 11 27] 
PARAE 111 15 
PARAE 1V 15 
PARAE V 4|_82 
PARAE V1-XV111 10 
MULTIP. ? No. 5 
UNSTATED é 

TOTAL 192 








Chart | of this paper demonstrates that of a 
total of 192 cases studied (197 entries) of eom- 
bined symptomatic pyelitis of pregnaney, in- 
eluding both the post partum pyelitis and the 
pyelitis of pregnaney, 110 cases occurred in 
primiparae, and that 137 of the total of 197 
cases were in parae 1 and parae 2; while in but 
slightly over 50 cases did the infection appear 
either ante-partum or post partum in patients 
after the second pregnaney. In other words, 
these figures show that in our clinie 57% of all 
cases of pyelitis of pregnaney and in_ post- 
partum pyelitis occurred in primiparae ; 29% of 
the total were in parae 2, while 14% of the total 
were found in all other cases. 


Chart II 


PYELITIS OF PREGWANCY 

















FRIMIPARAE 72 
PARAE 11 1] 
PARAE 111 12 

PARAE 1V 10 L_55 
PARAE V 3 
FARAS V1-XV111 3 
MULTIP. 7? No. 3 
UNSTATED 5) 
55 

TOTAL 127 
PRIMIPARAE 
Age 18-56—Majority 


20-24th Yrs. 


In chart 11, in which pyelitis of pregnaney is 
considered to the exclusion of post partum pye- 
litis, 72 eases are primiparae, 19 are parae 2, 
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while 36 occur in pregnancies after the second. 
Of these cases 57% oceur in primiparae, 15% in 
parae 2 and 28% in all others after the second 
pregnancy. 

By reference to chart III the symptomatic fre- 
quency of right or left sided involvement and 
of the bilateral form of the disease is noted both 
in the primiparae and in the total cases of infec- 
tion from pyelitis in both pre-delivery and post- 


Chart III. 


SYMPTOMATIC PYELITIS 
Both Pre and Post Delivery 








Rt. | Lt. | Bilateral | Not Stated | Total 
PRIMIPARAE AS 5 34 8 90 





























PARAE 11 13 te) 4 1) 17 
PARAE 111 4 1 4 3 12 
PARAE 1V 5 te) 4 1 10 
PARAE V oO 0 1 0 1 
PARAE V1-XV11] 2 1 2 0 5 
MULTIP. ? No.} 1 te) 1 i) 2 
mee, 
§ RE-ENTRIES 





delivery cases. This list comprises a study of 
142 entries into the hospital. As is commonly 
supposed, the right-sided lesions predominate. 
There are but few left-sided lesions, while the 
bilateral lesions are almost as frequent as uni- 
lateral. In primiparae 47.7% of the lesions are 
right-sided, 5.5% left-sided, while 37.6% are 
bilateral. These figures correspond quite closely 
to the figures for the whole group irrespective 
of the number of pregnancies. Right-sided le- 
sions comprise 50%, left-sided lesions 4.2%, bi- 
lateral lesions 26.6%. It must be remembered 
that in any consideration of symptomatic pye- 
litis of pregnaney preéxisting lesions, including 
caleulus of the kidney, have not been excluded. 
In the group of cases already discussed, if pre- 
éxisting lesions, stones or other pathology were 
present, the patient had been treated while 
under obstetrical care as a pyelitis ease and later 
referred to a general hospital for a diagnosis at 
the conclusion of the pregnancy. Attempts to 
follow this group of cases through the clinics of 
the hospitals have not yielded sufficient reliable 
data to make any determination as to the per- 
centage of pathology existing previous to the 
pregnancy. 

Chart IV demonstrates the frequency of oceur- 
rence of right, left and bilateral involvement in 
the cases of pyelitis of pregnancy which have 
undergone cystoscopic examination. These are 
eomparable with the cases which have already 
been described in the preceding group. Strictly 
right-sided lesions in primiparae comprised but 
32.5% of the total, left-sided lesions but 5.2%, 
while bilateral lesions comprised 60.3%. By 
comparison with the figures for the symptomatic 
pyelitis of pregnancy, it will be noticed that 
the number of right-sided lesions has decreased 
while the number of bilateral lesions has greatly 


increased. The figures for all cases of pyelitis 
of pregnancy where cystoscopie confirmation of 
the diagnosis has been made, irrespective of 
the parity, corresponds closely to the figures al- 
ready given for pyelitis in primiparae: right- 


CHART ly, 


CYSTOSCOPIC PYSLITIS 


OF 





PREGNANCY 

Rt |Lt {Bilateral /Total 
PRINIPARAE 20 | 3 35 56 
FARAR 11 8] 0 3 11 
FARAE 111 1] 1 4 6 
PARAE 1V o}|o 2 2 
PARAE VO 0} 0 1 1 
PARAE Vl-XV111] 0] 0 1 1 
MULTIP. 2? Now] 2] 1 to) 3 
Ui STATED 3120 0 1 

32] 5 46 83 


























sided lesions 38.5%, left-sided lesions 5%, bilat- 
eral lesions 55.5%. 

It is not improper to consider at this point 
the value to the patient of eystoscopic treatment 
in pyelitis of pregnancy. That cystoscopic treat- 
ment has a definite place in the handling of 
these conditions is now recognized in prac- 
tically all elinies. Since intensive study of 
fpyelitis in pregnancy has been revived only 
within the last few years, considerable detail re- 
mains to be worked out before the subject can 
be considered complete. The urologist, however, 
will fall into error if he fails to recognize that 
there is a group of infections whieh, under nor- 
mal circumstances, spontaneously recover, and 
allow the completion of the pregnancy with the 
patient in good condition without the interven- 
tion of any eystoseopie or other treatment than 
rest in bed and the foreing of fluids. Quite nat- 
urally a point of greatest importance is to de- 
termine when cystoscopic treatment should enter 
into the picture and what its results may be 
expected to be. By reference to chart V, it will 


CHART V. 
PYELITIS OF PREGNANCY 
RECORDED IN YEARS 1916-1922 


NO CYSTOSCOPIC TREATMENT 





TOTAL CASES 46 

IMMED. DELIVERY 25 6 Babies died. 
All premature 

DBLAYSD DELIVERY 1 Premature baby. 


24th Day in Hospital 


CASES IN HOSPITAL 3 
63-91 Days 


RECOVERED SPONTANEOUSLY 


iz 
TOTAL 46 











be noticed that in the years 1916 to 1922, pre- 
vious to the intervention of cystoscopic treat- 
ment, 17 out of 46 cases recovered spontaneously. 
The criticism to be made in respect to this group 
of cases lies in the 25 immediate deliveries, the 
infant mortality, and the fact that 3 patients 
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spent from 63 to 91 days convalescent in the 
hospital. These women left the hospital in such 
poor condition that they were invalids for the 
remaining months of their lives. 

When to cystoscope. It is to be expected 
when a patient enters the hospital with a symp- 
tomatic picture suggesting pyelitis of pregnancy 
and is placed on complete rest and fluids, some 
improvement will be apparent in from 36 to 
48 hours. Even though the patient does not 
return to normal within that period of time, 
some indication of subsidence of the infection is 
usually apparent. If the disease appears to be 
steadily progressing and the patient shows more 
profound signs of sepsis, cystoscopic interven- 
tion should be made. It cannot be denied that 
so ne cases will improve after a longer period of 
e>pectant treatment than the 36 to 48 hour 
period. It is also not to be denied that the 
presence of a urological consultant means that 





FIG. I. 


Para I. 5th month of pregnancy. No previous urinary dis- 
ease. One week of temperature preceding admission. Rt. pel- 
vic residual 32 c.c., pus and bacilli. Lt. pelvic residual 18 c.c.. 
bacilli without pus. Right sided symptoms only. Finished 
pregnancy. Well at end of 6 months. 
the number of patients recovering spontaneously 
is somewhat decreased because of cystoseopic 
intervention earlier than is absolutely neces- 
sary. The urologist has gained his point of 
view because he has found that in those cases 
in which the disease is of a week or longer dura- 
tion the response to eystoscopic treatment is 





by no means so prompt. The discomfort which 
these women suffer is sufficiently profound to 
justify a few more cystoseopies in order to spare 
the majority these extra days of illness. Best 
results are obtained, in terms of shorter ¢on- 
valescence, in those instances in which eysto- 
scopie intervention takes place little, if any, 
beyond a week following the onset of the dis- 
ease. The most difficult cases in which to ob- 
tain satisfactory improvement are those in which 
several weeks of illness precede such measures 
of treatment. See Fig. I and Fig. II. 
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FIG. IT. 


7th month of pregnancy. No urinary 
history previous to pregnancy. 28 days of fever preceding 
admission. Left sided symptoms at onset becoming bilateral. 
First cystoscopy: rt. residual 64 c.c., pus and bacilli. Finished 
pregnancy. Not able to follow up postpartum. 


Para I. 16 yrs. old. 


It is interesting to compare chart V, which 
has already been discussed, with chart VI which 
shows a similar group of patients to whom cys- 
toscopic treatment was given. These patients, 
of necessity, were a more severe group sympto- 
matically because the spontaneous recoveries had 
already been weeded out. It is to be noted that 
in this group of 46 cases, the patients were re- 
quired to remain seven days after normal tem- 
perature had been reached, yet the average stay 
in hospital for the group was under 15 days, and 
there is no instance in which a patient had 
stayed a longer period, comparable to the 63: to 
91 day group shown in chart V. In but five of 
the cases was interruption of pregnancy neces- 
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sary. In but one of these was interruption for 
infection alone; in three it was for complication 
of infection by a condition of surgical nature, 
and in the fourth there was toxemia. The effect 
of cystoscopic treatment has been to reduce im- 
mediate deliveries from 25 in the first group to 5 
in the second. More important still, it has elim- 


CHART V1. 


CYSTOSCOPICALLY TREATED CASES 





Patients required to remain 7 jays after normal temperature. 


PRI'VIPARAE 
30 CASES 


IMMEDIATE DELIVERY 
1. Streptococcus Renal Infect. 
3 CASES 2. Pyonephrosis 
3. Pneumonia? Toxaemia? 
AVERAGS STAY IN HOSP. 13.9 DAYS 


MULT IPARAS 
16 CASES 
IMEVIATS DELIVERY 
1. Papillary Tumor it. 
2. Pyonephrousis 


AVERAGS STAY IN HOS?. 15.7 DAYS 











inated the group of patients with prolonged stay 
in the hospital, and prolonged convalescences 
after reaching home. 

By reference to charts VIT and VIII, it will be 
noted from the eystoscopie data that residual 
urine is a constant finding whether or not infee- 

CHART V11. 
Cases With Sufficient 


PRIMIPARAE 1922-1926 
Data for Statistics 



































RT. LT. _|DAYS IN HOSP NOTSS 
PUS CLEAR FNEUMONIA AD ? OF 
35 C.C. | 20 C.C.| IMMED. DEL. |TOXAEMIA 
PUS CLEAR 
16.0.0. 8 C.C. 10 
PUS PUS ACUTS PYOWSPHROSIS 
IMMED. DEL.|7 Yrs. LATER BILAT. CAL- 
CULI 
FUS CLEAR 
$6: C6. i? 0.66 1 
PUS CLEAR 
DIL. DIL. 20 
PUS CLEAR 
25 C.Ce oct. 15 
CLEAR PUS 
GuCsCe 12 C.c. 20 
PUS CLEAR 
12. C.C. 8 056. 16 
rUs CLEAR 65 DAYS ILLNESS BSFORE 
44 C.C. () 9 ENTRANCE 
PUS pus 
65 C.C. $70 C.C. 14 




















tion exists. The presence of residual urine was 
determined by suction with the catheter lying 
in the pelvis of the kidney, suction by syringe 
being applied after the bladder was completely 
empty to eliminate back-flow up the ureter. In 
the absence of symptoms referable to the oppo- 
site side, that ‘ureter was not always catheter- 
ized. Yet, wherever catheterization was done, 
the finding of residual urine was almost univer- 
sally constant. Out of 46 cases cystoscoped, only 





in one instance did the right kidney fail to show 
residual urine and only in three instances was 
the left kidney free from it. In some instances 
a clear uninfected urine was found in the kid- 
ney, which was free from symptoms, yet the 
amount of residual was for the most part almost 























CHART Vll aA 
IN 
RT. LT. HOSP. NOTES 
PUS W.B.C. 
DIL. DIL. 2 
PUS NOT 
46 C.C. |CATH. 8 
PUS 
30 CC. |CLY. 8 
PUS NOT 
25 C.C. |CATH. 10 
PUS CLEAR 
17 CoC. 16 CeCe 13 
PUS PUS DEL. 4 "ks. Severe Symptom 


16 C.C. |8 C.Co llth Day | Pre. Entry Dead Fetus 
spontaneous Del. 
Streptococcus Urine 
Infec. Long Illness 
in ¥.G.H. 





PUS PUS INDUCED 
15 C.C. | 34 C.C. LABOR 

















PUS CLEAR Streptococcus Urine 
60 Coo. 14 CC 24 Rt. 

PUS CLEAR i 

120 C.C./33 C.C. 14 

PUS CLEAR 

60 C.C. | No Resid.| 8 

Pus W.B.C. 

DIL. DIL 13 

PUS PuUS 


72 C.Ce | 46 CoCo 17 




















equal to, and sometimes even greater than, that 
on the infected side. In most instances the right 
kidney showed a greater residual than the left, 
whether the patient was primaparous or had 
had one or more children previous to this preg- 





























CHART V1l B 
RT. LT. IN HOSP. NOTES 

FUS CLEAR 

19 C.C. 10 C.C. 12 
PUS pus 

65 C.C. 24 C.C. 14 
PUS PUS 

56 C.C. 28 C.C. 16 
PUS CLEAR 

48 C. ©. | No Resid. 18 
PUS PUS 

15 C.C. | 24 C.C. 30 
rus PUS 

40 C.C. 20 C.c. 15 
PUS PUS 

18 C.c. 15 C.C. 13 
Pus CLEAR 

8 C.C. 8 C.C. 10 




















nancy. In primiparae, out of 28 cases, the aver- 
age residual urine for the right kidney was 36.6 
c.c. In the same group of cases data on 21 cases 
concerning the left kidney showed an average 
residual of 24.3 ¢¢e. In multiparae the right , 
urine showed an average residual of 8.7 ¢.c. for 
9 eases. The possibility of carrying infection 
into a clean kidney containing residual urine 
must always be kept in mind. 

Yet it has been our experience that cystoscopy 
of the supposedly uninfected kidney has not 
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given rise to infection if care is taken to avoid 
trauma, and if the pelvis of such kidney, after 
being drained of urine, is washed with an anti- 
septic such as nitrate of silver, some of which 
is left in. On the whole, we have considered it 
wiser to have a complete cystoscopic examina- 
tion of these patients, and have been willing to 
take the risk of infection, being particular to 









































CHART Vlll, 
MULT LPARAE 
(RESID. URINE IN DAYS IW 
PELVIS HOSPITAL 
| 
RT. | LT. NOTES 
pPUS leueaa 
= ce. roc, 14 
| Pus CLEAR 
340.0. 6:¢.t. 13 DOUBLE KIDNEY RIGHT 
CLEAR PUS 
40C. Cc. {22 C€.C. 31 B. LACT. ABROG. 
PUS BLOOD AND | IMMED 
PUS DIL. DEL. PAPILLARY TUVOR LT. 
PUS CLSAR 
12 ¢.c. 8 C.C. 11 
PUS NOT. 
DIL. CATH. 9 
PUS CLEAR 
25 C.C. 10 ©.C. 16 
pus NCT 
45 C.C. CATH. 24 
| PUS CLEAR 
| VIL. DIL. 12 














guard against it by the measures already men- 
tioned in case the urine is found to be sterile. 
In those instances in which opposite side eath- 
eterization was not done because symptoms were 
not present, progress of the patient was often 
interrupted by the appearance of evidence of in- 


CHART V1l1l1 A 












































RESID. URINE IN JAYS [IN 
PELVIS HOSPITAL 
i. iin eatin’ 
RT. LT. NOTES 
PUS PUS 
&@ C.C 9 C.C. 12 
PUS CLEAR 
69 C.C. | 24 C.C. 14 
rUS CLiAR 
WOT CATH.] 26 c.C. 16 
PUS CLEAR PATHOLOGIVAL KILsY¥ 
52 C.C. 7 C.C. (CAESAREAN | NEPHRECTOMY 
CLEAR PUS 
© RESID.| NOT CATHZ 30 
PUS 
18 C.C. NQT CATH4 7 
PUS DOUBLE KIUDNSY LEFT 
50 C.C. | NOT CATHY 10 PATHOLOGICAL URETSR 
LATER DEMONSTRATION 








fection on the opposite side within a day or two 
aiter the onset of the infection in the initial 
kidney. We believe the patient’s progress av- 


erages better when cystoscopic treatment of both 
kidneys is instituted, whether or not infection is 
present symptomatically on the opposite side. It 
is only by cystoscopy that the nature of the 
urine from this kidney can be determined. Since, 
as already pointed out above, the number of 
bilateral cases demonstrated by cystoscopi¢c meas- 





ures far exceeds the symptomatic cases, it seems 
wise to consider the lesions bilateral, and to 
treat them as such from a ecystoscopie point of 
view, at least at the initial cystoscopy. I wish to 
emphasize again that if an uninfected urine is 
encountered, the measures for antisepsis seem 
to be adequate. 

It is interesting to note the immediate effect 
of eystoscopic treatment on the residual urine 
in the pelves of the kidneys. This effect is de- 
monstrable in two directions, one the immediate 
effect of such treatment, the other the remote 
effect. The patient gains definitely as regards 
the bladder condition as a result of cystoscopy. 
It is not uncommon to find the bladder coated 
with masses of pus which can be washed out at 
the time of cystoscopic examination. Similarly, 
by suction and repeated lavage with borie solu- 
tion, the thick pus which the pélvis usually con- 
tains is removed. Towards the end of the treat- 
ment the urine whieh is being withdrawn 
appears almost clear. Needless to say, by this 
removal of thick pus from the pelvis, more ade- 
quate drainage is established. Whether anti- 
septies should or should not be used is a debata- 
ble question. They are probably of limited value. 
They certainly do no harm. We have felt that 
our patients did slightly better if, at the time 
of eystoscopie treatment, lavage with 1% ni- 
trate of silver had been given. We seldom leave 
more than 2 or 3 ¢.e. of this solution in the pel- 
vis, which is allowed slowly to drain down the 
ureter as urine is exereted. Another immediate 
effect of eystoscopie emptying of the pelvis of 
its residual appears in the evidence which the 
kidney shows of reduction of pelvie capacity 
during the course of the eystoscopy. Particular- 
lv in the early eases, it is noted that if 25 or 
30 ¢.e. of cloudy urine are removed, and 15 or 
20 minutes spent on the kidney in lavage in 
order to clear up the pus from the pelvis, along 
toward the end of the ecystoscopie period at- 
tempts to replace that amount of fluid into the 
pelvis meets with no success. Not uncommonly 
a kidney pelvis which has held 30 ¢.c. will only 
admit 10-15 after a period of a few minutes’ 
drainage. We assume that these pelves are 
still elastic and ready to take up the slack as 
promptly as the fluid is withdrawn. We believe 
that some similar reduction in the size of the 
residual spontaneously takes place from rest in 
bed on those eases which recover without cysto- 
scopic intervention. In a very limited number 
of eases in which, for some reason, cystoscopy 
has been done after a spontaneous subsidence of 
symptoms, the pelvic residual is well below the 
average for the series, as shown in the charts. 


We also have limited data to indicate the re- 
mote effect of cystoscopie treatment and subsi- 
dence of symptoms in the cystoscopically treated. 
In chart LX, three cases are shown in which the 
pelvic residuals were recorded during the acute 
symptoms. Bilateral pyelitis of pregnancy was 
present in one ease, and unilateral pyelitis of 











Volume 202 
Number 8 


PYELONEPHRITIS IN PREGNANCY—CRABTREE AND PRATHER 


365 





pregnancy in the other two. In all three, cystos- 
copy was repeated some weeks following the in- 
itial cystoscopy, and it is to be noted that the 
residual urine in both kidneys had greatly re- 
duced at this later period. These cystoscopies 
were done purely for research purposes. The pa- 
tients at the time of the second cystoscopy were 






































CHART IA. 
RESIDUAL DURING RESIDUAL AFTER 
SYMPTOMS SYMP, SUBSIUSD 
RT, LT. RT. LT. 

PU CLEAR Pus ; 
MULTIPAROUS|25C.C. 30C.C. 6C.Ce NOT DONE 

FUS CLEAR PUS PUS 
PRIMIFAROUS/129C.C. 33C.C. 22c.C. 6C.C. 

PUS PuUS PUS PUS 
PRIMIPAROUSI55C.C. 240 .C. 20C0.C. 16C.C. 

symptomatically well. From these observations 


we have further evidence for believing that 
some residual urine exists in the normal kidney 
as an effect of pregnancy. We believe that many 
factors, including atony from profound sepsis, 
swelling of the ureteral mucous membranes from 
recent infection, and obstruction produced by 
the pregnancy, all combine to produce a further 
increase in residual urine in these pelves during 
the febrile stage, and that the effect of cystos- 
copy is to remove obstructing pus, to produce 
clearer urine and, therefore, freer drainage. We 
believe also that, as a result of catheterization, 
overdistention of the kidney pelvis, similar to 
overdistention of the bladder in retention, is ac- 
companied by decrease in the capacity of the 
pelvis due to resumption of tone of its muscular 
walls. We have found that, if after such 
cystoscopie treatment the intake of fluids is kept 
high and the urine diluted and the patient kept 
in bed, a few days are sufficient to allow the 
pelvis to adapt itself to its new capacity, drain- 
age becomes freer, and the patient’s symptoms 
disappear. Small residual urines in the pelves 
even though infected do not interfere in any way 
with health. These patients, after the acute 
symptoms subside, seem to be in the best of 
health and free from bladder or other symptoms 
referable to the urinary tract. 


RATE OF RECOVERY AFTER PYELONEPHRITIS IN 
PREGNANCY 


Impressions about familiar occurrences in 
medicine often suffer in the face of facts. It 
seems to be the general notion that pyelitis of 
pregnancy is cured by delivery. Such ideas as 
this have long been held by practitioners, have 
become fixed portions of standard textbooks. 
and are constantly appearing in clinical teach- 
ing. Of later years there has developed another 
view equally unsupported by facts that pyelitis 
of pregnancy is but an exacerbation of preéxist- 
ing infection in a previously damaged kidney. 
Both points of view are erroneous. 

In order to obtain data as to rate of re- 
covery after urinary infections we have fol- 





lowed in the out-patient clinic those patients 
who have had urinary infection during preg- 
nancy, with the aim of determining the date of 
recovery both from symptoms and from path- 
ological findings. Cases have been followed until 
all essential data have been obtained, and at 
least two years elapsed since the delivery. The 
condition of the kidneys has been checked two 
or more times by ureteropyelography. The re- 
sult of this study has been to demonstrate im- 
portant facts :— 

(1) Deductions from pyelographie and eys- 
toscopic data, obtained during pregnancy, as to 
the surgical condition of a kidney, are danger- 
ous. Kidneys which are markedly overdistended 
during pregnancy and present x-ray evidence 
of pyonephrosis may return to normal in three 
months. The pyelogram made three months 
after delivery is a fairly reliable indication of 
the surgical condition of the kidney, yet, we 
have cases in which pelvie atony has existed for 
over two years, the pelvis has then returned to 
normal, and the infection entirely recovered. 
In one such case three subsequent pregnancies 
were normal. In a rapid succession of preg- 
nancies, such as in one patient who had seven 
pregnancies in ten years, the post partum type of 
pelvis and ureter and likewise the infection per- 
sisted between pregnancies. 

(2) The most rapid recovery is noted in those 
cases in which minor degrees of distention exist 
for the shortest periods of time. It is to be pre- 
sumed that, since in postpartum pyelogranhy 
only minor degrees of deformity, if any, are 
seen at the end of three months, the cases of 
spontaneous recovery are “‘light’’ cases. These, 
as a rule, recover rapidly after delivery. One 
case of such spontaneous recovery, however, 
showed extensive bilateral renal pathology. <A 
second group of cases which show rapid recovery 
after delivery are those with but a few days’ 
symptoms, which subside overnight after eys- 
toscopie treatment. In these patients pelvie di- 
latations are usually not the greatest and the 
duration of symptoms is short. These cases 
form the largest group in our clinic. We con- 
clude that the optimum in treatment of pye- 
litis of pregnancy lies in this: if spontaneous re- 
covery does not take place in two or three days, 
eystoscopic treatment will almost certainly pro- 
duce it in the next 24 to 48 hours, and that late 
ill effects from the infection will be minimum. 

(3) Long standing infections of weeks’ or 
months’ duration offer the most serious prob- 
lems in treatment and in end results. After 
many vain attempts at treatment of these ema- 
ciated septic patients who have had several 
weeks or even three or four months of fever, 
vomiting and prostration, we conclude that, 
while the occasional case can be rescued, as a 
whole they offer little hope of benefit. Misear- 
riage takes care of some of them, and the ma- 
jority of the remainder should be interrupted. 
This class of cases shows the highest percentage 
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of postpartum pathology—of lesions which we 
believe to be due to the long standing infection 
of previously normal kidneys. The postpartum 
type of pyelogram is shown for as long as three 
years in some of our cases. In others a decided 
improvement takes place immediately on de- 
livery, later followed by increased amounts of 
pus in the urine and increased damage, as shown 
by pyelogram. In 106 cases, which we at- 
tempted unsuccessfully to follow through other 
hospital clinics over several years, seven kidneys 
are known to have been lost in this manner. 
Preponderance of pyonephrosis in the female 
over the male may well have its origin in the 
damaged kidneys acquired through pregnancy. 
Those physicians who hold patients in vain hope 
of improvement, over weeks or months, must 
bear this fact in mind. 

(4) The average time required for recovery 
after infection of the kidneys in pregnancy is 
three months. One must keep in mind the 
marked difference between symptomatic cure, 
which may be immediate; ‘‘clear urine’’ cure, 
which is often, I fear, the accepted criterion; 
and bacteria-free urine. Some of the patients 
whose urines ‘‘clear’’ promptly have a bacilluria 
for a long period of time, frequently taking such 
bacteria-laden urines into succeeding pregnan- 
cies, to have them serve as the basis of severe 
symptoms of pyelitis when obstruction develops 
in the later months. A patient who retains in- 
fection beyond three months should have pye- 
lography and more intensive study and treat- 
ment. We do not wish to be misunderstood in 
denying that many patients will completely re- 
cover after the average recovery time of three 
months. Many become completely well at much 
later dates, but in the routine pyelograms at 
three months much permanent pathology is 
found. It is certain that no patient should begin 
a subsequent pregnancy until all infection is 
clear, at whatever date that occurs. We believe 
that, because of poor general condition, it is 
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preferable that even those who recover within 
the three month period should not begin a sub- 
sequent pregnancy until a year has elapsed. 

(5) Onee the kidneys are infected, pyelitis 
exists throughout pregnancy. In seven years’ 
observation of these cases there have been found 
but three cases which showed bacteria-free urine 
during the pregnancy. In many others clear 
urines are produced which, on examination, 
show both pus and bacteria. Such cases are 
capable of recurrence of symptoms, infection of 
the opposite kidney in unilateral cases, and of 
recurrence of symptoms in the latter weeks of 
pregnancy when the presenting part is deep in 
the pelvis. Under forced fluids, urinary anti- 
septies, and good hygiene such recurrences are 
becoming more rare in our clinic. The obstetri- 
cian’s care of urinary infections must not end 
with the subsidence of acute symptoms, nor be 
forgotten at the end of the pregnancy. These 
infections often persist as bacillurias for long 
periods of time after the pregnancy is over. 

(6) The social aspect of urinary infections 
in Lying-In Hospital eclinies is important. Many 
of our patients are inexperienced mothers who 
combine ill health, worry over the eare of the 
first child, a strong mother instinet which makes 
their own welfare secondary to that of the baby, 
and poverty. Others have complete care of the 
household with a family of children in addition 
to personal illness and too little income. There 
is neither the time nor the energy remaining to 
allow their taking advantage of what elinics 
have to offer, and no doubt part of the poor re- 
sults must be laid to neglect. In many eases 
another pregnancy occurs long before the uri- 
nary infection has recovered. Attendance at 
the elinie in the first few months after delivery 
is not easy for these women. Social service at 
the Boston Lying-In has done a great deal for 
these patients, for which we wish to make 
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PYELITIS IN THE PUERPERIUM 


YELITIS in the puerperium has long been 
-reecognized as a ¢linical condition, but per- 
haps not sufficiently emphasized to be kept in 
the minds of all physicians doing obstetrical 
work. <A certain number of eases with puerperal 
temperatures, which ordinarily pass as pelvic 
phlebitis and pelvie cellulitis, are undoubtedly 
urinary tract complications which can be diag- 
nosed and treated to the benefit of the patient. 
This study is based on eases observed at the 
*Prather—Assistant Urologist, Beth Israel Hospital and Bos- 
ton Lying-In Hospital. Crabtree—Head of Urological Service, 
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3oston Lying-In Hospital and in private eon- 
sultations, during the past four vears. 


INCIDENCE 


Postpartum pyelitis is not as frequent as 
pyelitis of pregnaney. It has occurred in about 
A% of the deliveries at the Boston Lying-In 
Hospital during the years 1925 to 1929. This 
figure probably represents a fair idea of the 
actual occurrence in hospital obstetrics, the low 
percentage being due to the watchfulness of the 
House and Visiting staff and the availability 
of urological opinion where any difficult differ- 
ential diagnosis involving the urinary tract is in 
question. 
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ETIOLOGY 


We find 48% occur in primiparae, and that 
the great majority of patients have not had more 
than two or three pregnancies. This may have 
some bearing on trauma as an etiological factor, 
due to the more difficult deliveries of the primip- 
arae. Only a small percentage give a history 
of previous urinary tract infection. Bladder 
complications following delivery, such as acute 
retention or residual urine in the bladder, are 
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delivery. Titus* has offered an opinion that 
too many and too forcible rectal examinations 
may form a starting point for lymphatic inva- 
sion. We disagree that the ordinary rectal ex- 
amination with well lubricated glove is danger- 
ous in this respect. The most logical etiological 
factors in postpartum pyelitis are: (1) trauma 
to lower urinary tract at delivery; (2) vost- 
partum bladder complications; (8) previous 
urinary tract pathology with a flare-up due to 


Bladder Residual 15 oz. infected—postpartum. 


Developed Bilateral Pyelitis. 


Constant Bladder drainage used after cystoscopy because 


of bladder residual. 

1. Fluid intake. 

2. Systolic pressure. 

3. Diastolic pressure. 
present in at least 25% of the eases before 
pyelitis sets in. Such a sequence of events might 
indicate the possibility of ascending infection 
to the kidney pelves. All such cases of bladder 
complications in this group which developed 
pyelitis were treated by intermittent catheteriza- 
tion. This gives support to an idea previously 
expressed by one of us (G. C. P.)* that fewer 
complications arise from postpartum bladder 
troubles when they are treated by constant drain- 
age. Occasionally the sudden onset with chills, 
fever, pain, and prostration indicates a blood 
borne infection, although we do not have blood 
culture studies in these patients*. Kincaid? has 
submitted evidence which shows that in normal 
cases 92% have a sterile urine one day after 





the present obstetrical surgery. If the previous 
urinary tract pathology antedates the onset of 
the pregnancy, it is more common to have the 
flare-up of the pyelitis occur during pregnancy, 
Our data disclose an interesting fact, in that 
of the patients showing an acute pyelitis with 
fever during pregnancy, only 2.5% had a flare- 
up of the pyelitis during the puerperium. Of 
course, this is what one would expect with the 
back pressure in the upper ureters and kidney 
pelves relieved by the delivery of the foetus. 
That such back pressure is relieved has been 
definitely established both by pyelographie stud- 
ies as well as the small residual urines found in 
the kidney pelves. 
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SYMPTOMS 


In general the symptoms are not as profound 
as in pyelitis of pregnancy. The patient does 
not appear as ill nor as toxic, unless she has had 
an unusually hard delivery. The onset is com- 
monly the second or third day postpartum, but 
may occur as late as the twenty-first day after 
delivery. Our data show the right kidney af- 
fected more often than the left, although the 
left shows pathology in a definitely higher per 
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of a puerperal temperature. Costo-vertebral 
tenderness is present in 63%. Tenderness an- 
teriorly over the kidney is less common. The 
white blood count ranges between 8,000 and 
18,000. The centrifuged catheter specimen 
usually shows a moderate number to many 
leukocytes and bacteria. As in pyelitis of preg- 
nancy, B. coli is the common infecting organism 
It should be unnecessary to mention that the 
high-dry lens of the microscope, instead of ih+ 
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oz.-—postpartum, causing 


25 


temperature 10 days after delivery. 


Treated with constant bladder 
Prompt recovery. No evidence 
1. Fluid intake. 
2 Urine output. 


centage of cases than is common in pyelitis of 
pregnancy. Bilateral infection is of frequent 
occurrence. Pain over the affected kidney is 
present in 54% of the cases. It is dull to mod- 
erately severe in nature, and is located in the 
eosto-vertebral region or in the corresponding 
flanks, oceasionally over the upper quadrant. 
Nausea and vomiting do not play an important 
part in the symptoms, and oceur in only about 
12%. Contrary to what one might expect, 
urinary symptoms are present in only 6% of the 
cases, exclusive of the patients who have acute 
retention or a bladder residual postpartum. It 
is important to realize that the absence of fre- 
quency and dysuria as well as pain over the 
affected kidney may mislead one in the diagnosis 





drainage. 
of pyelitis. 


low power lens, must be used for the correct in- 
terpretation of the centrifuged urinary sediment. 
Of course, the receptacle containing the urine, 
as well as the centifuge tube, must be clean and 
sterile. With the high-dry lens, bacilli as well 
as leukocytes can be seen. A stained sediment 
observed with the oil immersion lens is even 
more reliable than the high-dry non-stained 
specimen, and should be used for final deter- 
minations as to the presence or absence of 
bacteria, supplemented by cultures. 
DIAGNOSIS 

The most common condition from which 
pyelitis must be differentiated is pelvic sepsis, 
either uterine infection or salpingitis, and it is 
often difficult to distinguish between the two. 
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Very often both are present. Of course, pain 
and costo-vertebral tenderness are important 
signs. While there may be pus in the urine sec- 
ondary to pelvic infection, the pus is a sign 
pointing towards a definite urinary tract infec- 
tion, and in the presence of other signs of pyeli- 
tis is good evidence toward that diagnosis. Pel- 
vie examination, when permissible, may give 
definite evidence in favor of a pelvic infection. 
Tenderness over the lower abdomen is a point 
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vary from 3 to 66 ounces, and is determined by 
catheterizing the patient immediately after she 
has voided. This condition may cause a tempera- 
ture even though the upper urinary tract is not 
involved, and has been proved in several cystos- 
copie examinations of patients having normal 
kidney urines, yet showing an infected bladder 
residual believed to be responsible for the fever. 
Typhoid fever is occasionally encountered, but 
this may usually be suspected by the low white 


% 


Had pyel. preg. 8 months. 


Puerperal pyelitis—onset 


2 days after delivery. 


Cystoscopy: 12 c.c. resid. Rt. pelvis—pus. 
2 c.c. resid. Lt. pelvis—neg. 
Immediate drop in temperature following cyst. 


1. Fuuid intake. 
2. Urine output. 


towards pelvic infection rather than pyelitis. 
Occasionally cystoscopy is necessary to estab- 
lish a diagnosis either positively or negatively 
for pyelitis. There is relatively little danger of 
infecting a normal kidney, even though there 
is a cystitis, if the bladder is washed thoroughly 
with a mild antiseptic before evstoscopy is done, 
and at the end of cystoscopy some antiseptic is 
left in the kidney pelvis. Therefore, in difficult 
diagnoses of cases in which there is severe puer- 
peral temperatures we do not hesitate to do 
cystoscopy. 

Another condition which must be differenti- 
ated from postpartum pyelitis is infected resid- 
ual urine in the bladder. Such a residual may 





blood count, the palpable spleen, but more im- 
portantly, a positive blood or urine culture. 
Persistent blood examinations usually discover 
the plasmodia if malaria is responsible for the 
chills and fever. Oceasionally one is asked to 
see a patient with a sudden rise in temperature 
and the following day the case turns out to be an 
acute mastitis. Urological conditions such as 
impacted ureteral stone, ectopic kidney, ete., 
may resemble a pyelitis and usually need the 
help of x-ray and cystoscopie examination for a 
complete diagnosis. Let us again emphasize the 
point that postpartum pyelitis may be present 
and the cause of a puerperal temperature, even 
though there are no symptoms. 





PYELITIS 


TREATMENT 


Conservative treatment is advised, certainly 
for a period of days. This consists of forcing 
fluids to 150 ounces daily, rest in bed, sedatives 
as needed, and one of the urinary antiseptics 
such as urotropin given by mouth. We have no 
evidence in favor of intravenous therapy with 
any drug. The forcing of fluids is by far the 
most important item. Urotropin is given in 10 
erain doses four times a day. Sodium acid 
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pathology present except the pyelitis. Patients 
showing a pyuria or bacilluria longer than four 
months postpartum should have complete cysto- 
secopie and pyelographie studies to discover why 
the infection is persisting. It is especially im- 
portant that these patients have a normal urine 
before entering on a succeeding pregnancy. 


SUMMARY 


(1) Postpartum pyelitis should be recog- 
nized as a possible cause of puerperal fever. 


Urine sed, negative on admission. 
Onset rt. pyel. 7 days after delivery. 


Recovery- 
1. Fluid intake. 
. Urine output. 


phosphate, grains 15, is given four times a day, 
separately from the urotropin. If, at the end of 
five to seven days, the temperature is still ele- 
vated, eystoscopic treatment can often bring 
prompt relief by freeing the bladder and atonie 
kidney pelves of any thick pus. With uterine 
pressure absent there is no reason for leaving 
ureteral catheters in place any longer than to 
drain off the infected urine in the kidney pelves, 
wash them clear, and instill an antiseptic. It is 
important to follow, and if necessary treat, these 
patients after they leave the hospital until they 
have a sterile urine. Our follow-up work indi- 
cates that with further treatment the average 
length of time in which to obtain a normal 
urine is about four months, if there is no kidney 





conservative treatment, 


(2) 48° of the cases oecur in primiparae. 
(3) The most logical etiological factors are: 


first, trauma at delivery; second, postpartum 
bladder complications ; third, flare-up of a latent 
pyelitis. 

(4) lLoeal symptoms may be absent, even 
though the pyelitis is responsible for the temper- 
ature. 

(5) Costo-vertebral tenderness and pus in a 
catheter specimen are the most reliable clinical 
signs in favor of the diagnosis. 

(6) Cystoscopy is sometimes necessary to 
establish the diagnosis. 

(7) Conservative treatment is advised with 
foreed fluids as the most important item. Cysto- 
scopic treatment is advised if the temperature 
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Bladder Residual 8 oz.—postpartum. 
Treated by constant bladder drainage for 3 days. 
No clinical evidence of pyelitis. 


1. Fluid intake. 
2. Urine output. 


remains elevated more than eight days. The 
average period before recovery (sterile urine) 
is about four months. 
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OBSTETRICAL MANAGEMENT OF CASES OF URINARY 
INFECTIONS IN PREGNANCY 


BY FRANKLIN S&S. 


r is difficult, at the present time, to realize 
the unsatisfactory basis on which the diag- 
nosis and treatment of pyelitis in pregnancy 
rested before we had at our command such aids 
as eystoscopy, lavage of the renal pelvis, and 
pyelography. In the earlier days, and not so 
very long ago at that, the diagnosis of pyelitis 
complicating pregnancy depended entirely on 
the clinical symptoms and on the. finding of pus 
in the urine. Modern methods of examination 
have demonstrated that dilatation of the ureter 
and kidney pelvis is almost universal during 
pregnancy, and it has been shown by repeated 
catheterizations that in many eases there re- 
mains a persistent residual in the bladder, which 
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often becomes infected and is, without doubt, 
generally the cause of the infection of the kid. 
ney pelvis. Many minor degrees of urinary in- 
fection cause so few symptoms as to be entirely 
overlooked if it were not for the finding of pus 
in the urine, which leads to a more thorough 
investigation in the search for its source. 

Symptoms of bladder irritation and pus in 
the urine used to be considered due entirely to 
bladder infection and it has only been within 
the last few years, when cystoscopy failed to 
relieve an acute cystitis, that further investiga- 
tion of the renal tract by catheterization of the 
ureters has given us an accurate idea of the fre- 
quency of pyelitis, while the pyelogram has fur- 
nished us with information as to the frequency 
and degree of the changes in the urinary tract 
dependent on pregnancy. 
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For a number of years after catheterization 
of the ureter for diagnosis and treatment of the 
pyelitis of pregnancy was advocated by the more 
advaneed urologists and obstetricians, the gen- 
eral profession was slow to take advantage of 
these methods on the theory that the manipula- 
tion necessary in such examination would in all 
likelihood result in premature delivery or mis- 
carriage, and conservative treatment prevailed 
for a considerable time after the value of the 
newer methods was demonstrated. At the pres- 
ent time, the appearance of albumin and pus in 
a catheter specimen of urine, accompanied or not 
by definite urinary symptoms, is recognized as 
an indication for careful investigation of the 
urinary tract, with the result that we are now 
able to diagnose these conditions early enough 
to treat them adequately before serious dam- 
age is done. As a rule we get excellent results, 
while in case of failure, we can terminate the 
pregnaney before damage to the kidney has 
reached a point which may eventually require 
its removal. The methods have been demon- 
strated as having no serious effect on the con- 
tinuanee of pregnancy, but in spite of the fact 
of the great advantage to the patient, the pro- 
fession is slow in taking advantage of them. 

The diagnosis of pyelitis is often made clini- 
cally, and the patient is treated for weeks in a 
so-called conservative manner with the result 
that not infrequently the termination of preg- 
naney becomes necessary, either on account of 
a toxie condition which renders further treat- 
ment inadvisable, or the danger of permanent 
damage to the kidney which will eventually re- 
quire major surgery for its relief. The diag- 
nosis of the condition of the urinary tract, with 
the degree of dilatation of the ureter and kid- 
ney pelvis, and the recognition of whether one 
or both kidneys are involved in the process are 
extremely important for the future of the pa- 
tient and as this information can be secured 
without risk in the great majority, if not all, 
of the cases which show urinary infection dur- 
ing pregnancy, it should not be neglected. The 
recognition of the organism causing the infee- 
tion, and the response of the patient to ureteral 
catheterization and pelvic lavage are also (ef- 
inite factors which must be taken into considera- 
tion in determining whether medical treatment 
should be continued or the pregnancy ter- 
minated. 

Before the introduction of the modern urolog- 
ical methods into obstetric practice, many cases 
of pyelitis were unrecognized and went un- 
treated, sometimes with serious detriment to 
the patient. The more severe cases were evi- 
dent, and were treated medically by the use 
of urinary antisepties, forced fluids, rest in bed 
and eareful diet. Treatment was relatively suc- 
cessful in the majority of cases; a considerable 
number, however, failed to respond satisfactori- 
ly, and the treatment was often persisted in un- 
til the toxic condition of the patient was so se- 





vere as to call for interruption of the pregnancy. 
The latter procedure was successful in the ma- 
jority of these cases in relieving the symptoms 
and in allowing the kidneys to return to their 
normal condition, but a certain number, in 
which a severe pyelonephrosis had developed, 
failed to respond to the removal of pelvic pres- 
sure resulting from emptying the uterus and 
eventually required nephrectomy for cure. In 
other cases the patient was so toxie that she 
died in spite of abortion, or developed a gen- 
eral infection following the abortion, which 
proved fatal. These cases would have been saved 
by earlier interruption of the pregnancy, espe- 
cially under modern conditions, since today the 
necessity for termination of pregnancy can be 
recognized at a much earlier period and relief 
afforded before the patient is in extremis. 


There are several groups of patients in whom 
termination of pregnancy for severe pyelitis may 
be necessary : first, patients in whom the process 
is of long standing and who are so thoroughly 
toxic when first seen by the consultant that he 
eannot fail to recognize their seriousness and 
that it is distinctly inadvisable to subject them 
to further delay in the hope that longer treat- 
ment may prove successful. 

In group 2 are patients in whom the process 
is not of long standing but in whom thorough 
treatment has proved inefficient in relieving the 
symptoms. Ina certain proportion of the milder 
eases, forced fluids, urotropin and rest in bed 
are all that is necessary to give adequate re- 
lief. The condition clears up rapidly, that is, 
within two or three days, and although there 
may be slight recurrences, it remains relatively 
satisfactory throughout the remainder of preg- 
naney, delivery at term completing the symp- 
tomatic eure. On the other hand, the pyelitis 
may persist for months or years unless ade- 
quately treated. In a considerable group of pa- 
tients eystoscopy and renal lavage are neces- 
sary after medical means have failed, and fol- 
lowing this treatment the majority of the pa- 
tients can go through the remainder of preg- 
naney with perhaps only a slight recurrence of 
the symptoms in the later months; after deliv- 
ery, however, they can seldom be cured except 
by prolonged treatment, and sometimes not even 
then. In a few eases cystoscopy fails to give 
the expected relief, even though repeated sev- 
eral times and the acute symptoms persist in 
spite of treatment. In these cases, unless she 
is practically at term, the immediate interrup- 
tion of pregnancy is advisable, indeed almost 
necessary, or the patient will be left more or 
less permanently an invalid with a damaged kid- 
ney which may have to be removed at some later 
time. In some eases absolutely no relief is af- 
forded by cystoscopy and in these patients in- 
duction of labor or abortion is urgently indi- 
cated. 

In group 3 are the patients in whom a definite 
pyelonephrosis has developed, either through 
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lack of treatment or in spite of treatment, while 
in group 4, there may be classed those cases in 
which the infection is a virulent streptococcus 
instead of being a colon bacillus, the ordinary 
organism. If these cases do not react promptly 
to treatment, pregnancy should be ended, as the 
danger of a general infection, likely to prove 
fatal, is marked. 

The methods which may be employed in the 
termination of pregnancy will depend on several 
factors: first, on the period of pregnancy which 
has been reached; second, on the condition of 
the patient at the time, that is, the apparent 
need for rapid delivery with as little shock as 
possible; and third, on the condition of the soft 
parts. The fact that the majority of patients 
who have pyelitis are either primiparae, or have 
had only one child, presupposes rather rigid soft 
parts and therefore cervical dilatation and ex- 
traction of the ovum as a method of emptying 
the uterus is apt to prove difficult and subject 
the patient to a severe degree of shock, while the 
danger of infection of the seriously bruised tis- 
sue is great. While pyelitis is, as a rule, a dis- 
ease of the latter part of pregnancy, a consid- 
erable number of patients show signs of it rela- 
tively early, that is, at the third or fourth month. 
At this period, treatment by pelvic lavage is usu- 
ally successful, but these are the cases that are 
apt to be carried on for weeks by an attendant 
without adequate treatment and come to the con- 
sultant in a severely toxie condition which may 
eall for rapid delivery. As a rule, operation can 
be undertaken under full anesthesia, though in 
a few cases, spinal anesthesia may be advisable. 
If there is no important reason for haste, abor- 
tion may be induced in these eases by the use of 
a small dilating bag or by use of bougies, but the 
uncertainty of these methods in early pregnancy 
renders them unsatisfactory when any reason for 
haste exists, and since these patients are always 
toxic and in relatively poor condition, there is 
always the necessity for avoiding prolonged and 
exhausting methods of treatment. 





Before the sixth month of pregnancy, I believe 
that vaginal hysterotomy and immediate empty- 
ing of the uterus offer the best solution of the 
problem. Of course, any wound is apt to become 
infected in this condition, and the manipulation 
of the infected bladder necessary in vaginal hys- 
terotomy may seem undesirable, but the rapid 
evacuation of the uterus which is thus permitted 
lessens the shock and in seriously sick cases this 
is probably the most important element to be 
considered previous to the sixth month. After 
this time the medical induction of labor by 
means of castor oil, quinine, and the repeated use 
of small doses of pituitrin, combined with rup- 
ture of the membranes, will usually be suceess- 
ful in securing prompt dilatation of the cervix 
and rapid delivery with little or no shock. In 
ease of failure, the dilating bag may be em- 
ploved to secure cervical dilatation. Vaginal 
hysterotomy is increasingly difficult after the 
sixth month and as a rule should not be consid- 
ered. The nearer the patient is to term, the 
more probable it is that medical induction of 
labor, combined with rupture of the membranes, 
will be successful. 


Abdominal Cesarean section as a means of de- 
livery in these cases should, in my opinion, be 
discarded unless a marked degree of pelvic dis- 
proportion exists and the patient is near term. 
I believe that abdominal surgery on a severely 
toxie patient, who may or may not be suffering 
from bacteriemia, is too dangerous to be advo- 
cated unless other indications are present. The 
immediate prognosis of any conservative opera- 
tion in these cases should be good unless the 
patient is practically in extremis when the oper- 
ation is undertaken and such neglect as this im- 
plies should not oceur, although the majority 
of the really sick patients must be classed as 
neglected. The ultimate prognosis will depend 
on the damage done to the kidney. After de- 
livery the ultimate prognosis should be good, al- 
though in a few instances the damaged kidney 
may have to be removed to complete the cure. 
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THE IDENTIFICATION AND SIGNIFICANCE OF 
HEMOLYTIC STREPTOCOCCI IN MILK* 


BY JOHN G. HARDENBERGH, V.M.D.t 


ITH respect to their reaction upon red 
blood cells, streptococci may be divided 
into two groups, hemolytic and non-hemolyvtie. 
Of the former, a number of species are fre- 
quently encountered in both raw and pasteurized 
milk, and usually have little significance to 
human health, being either bovine parasites as- 
sociated with udder inflammation or simply 
saprophytes that live in milk and gain entrance 
through various channels. 
*Read before the Laboratory Section of the International 
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In milk control work, the types of streptococci 
that are able to dissolve blood cells are of a par- 
ticular interest because occasionally they may be 
of human origin and eapable of producing spe- 
cific disease in man. I refer particularly to the 
streptococci of septic sore throat and scarlet 
fever, diseases that may be milk-borne, the 
former more commonly than the latter. 

It is important, then, to protect milk supplies, 
more especially raw milks, against the invasion 
of these pathogens and to be able to identify 
them if their presence is suspected. 

In the following discussion, methods of identi- 
fication given apply particularly to the strepto- 
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cocci of septic sore throat, but in general the 
same methods may be carried out for scarlet 
fever pathogens, except as noted. 

We are indebted primarily to Davis' for the 
differentiation of Streptococcus epidemicus in 
its relation to septic sore throat, as he recognized 
it in 1912, and to the later work of Brown, Frost 
and their associates? *:* and others who have 
confirmed Davis’s findings and have given us 
definite means of identifying the organism. 
Jones® and others have contributed fundamental 
studies of Streptococcus scarlatinae as found in 
milk. The methods to be deseribed are based 
upon the work of these investigators and are 
limited to the recognition of hemolytic strep- 
tococci in milk that may be capable of producing 
disease in human beings. 


METHODS OF IDENTIFICATION 


Milk to be examined may be either market 
milk, mixed herd milk, composite samples from 
groups of cows, or samples from individual 
cows, or even from individual quarters of a 
single cow. Instead of nutrient agar, the milk 
is plated in blood agar, made by adding about 
five per cent. of defibrinated horse blood to veal 
infusion agar or to nutrient agar (Difco). In 
the case of samples from individual cows or 
quarters of an udder, the dilution employed is 
1 to 100. In the ease of all composite samples, 
a dilution not greater than 1 to 20 should be 
used in order to lessen as much as possible the 
ultimate dilution of any single cow’s product 
that might contain the hemolytic streptococci 
for which search is being made. 

Plating: One cubie centimeter of the diluted 
milk is placed in Petri dishes, about 10 ¢.e. of 
freshly prepared blood agar is added and mixed, 
and the plates incubated for 18 to 48 hours. At 
the end of this time, the plates are examined for 
colonies showing a zone of hemolysis about them. 
If typical colonies of the beta type are found, 
they are seleeted for further study. 

Suspected Colonies: On the basis of hemolv- 
sis in blood-agar plates, streptococci mav be 
roughly divided into two groups, alpha and beta. 
The former are recognized by a narrow greenish 
or greenish-gray discoloration immediately about 
the eolony, this zone being due to a partial dis- 
solution of the red blood cells. Such streptococci 
are not known to have any significance to human 
health. The beta type of hemolytic streptococei 
exhibit a fairly wide zone (2 to 3 mm. diam.) 
immediately about the colony in which there 
appear to be no red blood eells left. 

Streptococcus epidemicus produces colonies of 
the beta type and the surface colonies are espe- 
cially characteristic, being large, moist and 
spreading and seeming to disintegrate when 
touched with a platinum needle. The deep col- 
onies are large and lenticular in shape. When 
suspected types of this sort are found, they are 
to be subjected to specifie identification tests as 
developed by Brown, Frost and Shaw’. 





Hemolysis Test: Characteristic colonies are 
fished into serum broth, made by adding a few 
drops of sterile horse or cow blood serum to 
previously tubed and sterilized nutrient broth. 
After twenty-four hours’ incubation, the result- 
ing growth is tested for hemolytic power by the 
tube method. One-half cubie centimeter of the 
serum broth culture is mixed with a_ like 
quantity of a 5% suspension of washed rabbit or 
horse blood corpuscles in physiological salt 
solution. The mixture is placed in a water- 
bath or ineubator at 37°C for two hours. If 
the resulting hemolysis is negative or only slight, 
the culture is discarded as not being NS. epidemi 
cus. If the hemolysis is moderately or strongly 
positive, the culture is held for further tests, 
and inoculated into dextrose serum broth (for 
pli determination), into sodium hippurate 
broth (for hydrolysis of sodium hippurate 
test), and upon a blood-agar slant (for capsule 
examination). 

pH Determination: Cultures are grown if 
dextrose broth, to which serum has been added, 
and incubated for 48 hours. The final hydrogen- 
ion concentration is then determined by the 
colorimetrie method and noted. If the pH is 
4.5 or 4.6, the cultures may be discarded as not 
characteristic of S. epidemicus, which has a pH 
of 4.8 or above. 

Sodium Hippurate Test: Suspected cultures 
are grown in broth of the following composition : 

10 grams Peptone (P. D. & C.) 
5) grams Pepsin 
0.03 grams Calcium chloride 
10 grams Sodium Hippurate (Eastman 
Kodak Co.) 
1 drop 1% Ferrie chloride 
1000 ¢.e distilled water. 

Dissolve all the ingredients in the distilled 
water, adjust to pH of 7.1 with normal NaOH 
solution, tube in 5 ¢.c. quantities and sterilize in 
the autoclave. 

Cultures are grown in this broth for 48 hours 
or longer. Ferrie chloride (7% solution) is then 
used to test for hydrolysis of the sodium hip- 
purate, 0.5 ¢.e. being added to exactly 2 ¢.c. of 
the broth culture, thoroughly shaken and allowed 
to stand for a few minutes. If the sodium hip- 
purate has been split, a heavy precipitate is 
formed (and the culture under test is not S. 
epidemicus) ; if the sodium hippurate has not 
been split or hydrolyzed, the mixture becomes 
clear (and the culture may be S. epidemicus). 

Capsule Determination: Certain types of 
pathogenic streptococci and some non-pathogenic 
types are possessed of a capsule. Sinee S. epi- 
demicus is encapsulated, it is well to examine 
suspected cultures for this item. Cultures that 
have been grown on blood-agar slants for twenty- 
four hours are suitable. Some of the growth is 


removed with a platinum loop or needle, mixed 
with India ink on a slide and examined under 
the microscope. The presence of a capsule is in- 
dicated by a clear zone about the individual 
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cocci that are visible in the India ink prepara- 
tion. Care must be exercised, however, not to 
be misled in this test by an unsatisfactory ink as 
it frequently happens that India ink itself may 
be contaminated by organisms which show cap- 
sules that may be confused with S. epidemicus. 

Sugar Reaction: If any or all of the above 
tests give results which confirm the suspicion of 
S. epidemicus being present, inoculations are 
made into serum broths containing lactose, sac- 
charose, mannite and salicin. These sugar broth 
cultures are incubated for five days and then 
tested for acid production. S. epidemicus fer- 
ments lactose, saccharose and salicin but does 
not ferment mannite. 

Pathogenicity Tests: If it is desired to test 
further the specificity of any culture identified 
by the above means, animal inoculation may be 
resorted to. S. epidemicus is pathogenic for 
white mice and kills them in 7 to 48 hours after 
intraperitoneal injection of one-half ¢.c. of a 24 
hour serum broth culture. 


STREPTOCOCCI OF SCARLET FEVER 


Jones’ gives the following description of 
streptococci isolated from milk in an outbreak of 
searlet fever in which a cow was found to have 
an infected udder. He found this strain to be 
like other known scarlet fever strains and his 
comparison states: ‘‘AIl are gram-positive and 
all eneapsulated. On the whole the capsules are 
considerably smaller than those of 8. epidemicus. 
After 24 hours’ incubation in plate cultures con- 
taining 0.5 ¢.e. of defribinated horse blood and 
10 ¢.c. of agar prepared from veal infusion, the 
surface colonies are round, flattened, trans- 
lueent, and rarely exceed 1 to 1.5 mm. in diam- 
eter. They are surrounded by a sharp clear 
zone. The deep colonies vary in shape from 
round to biconvex and form a nucleus of beta 
hemolytie zones averaging 2.5 mm. in diameter. 
A further 24 hours incubation fails to increase 
the size of the colonies to any great extent al- 
though the hemolytic areas are increased to 
3.0-3.5 mm. The colonies of S. epidemicus em- 
ployed in the comparisons were larger, more 
sharply raised, and distinetly mueoid.’’ Jones 
also found that all the searlet fever strains he 
studied attacked dextrose, lactose, saccharose, 
salicin and coagulated milk whereas the other 
substances (mannitol, raffinose and inulin) were 
not fermented. The acid production equalled a 
pH of 5.0 or above, much higher than the strains 
of bovine hemolytic streptococci. 


THE SIGNIFICANCE OF HEMOLYTIC STREPTOCOCCI 
IN MILK 


The significance of hemolytic streptococci in 
milk may be said to depend almost entirely upon 
whether the species present are of bovine origin, 
incapable of producing disease in man, or 
whether they are of human origin, having gained 
entrance to the milk directly from a human 
carrier or indirectly through the medium of a 





cow whose udder has been infected by a human 
carrier. 

So far as beta hemolytic streptococci of bo- 
vine origin are concerned, it has been shown that 
they are commonly found in mixed herd milks, 
both raw and pasteurized. Several species 
have been identified, the most frequent be- 
ing Streptococcus mastitidis, so named for its 
association with mastitis in cows. It may also 
be found living in the udders of cattle with no 
symptoms of udder inflammation. Its presence 
is not objectionable except as a possible indica- 
tion of mastitis and it probably has no true sig- 
nificance to human health. 

Human types of beta hemolytic streptococci on 
the other hand, may have serious consequences 
if they gain entrance to milk supplies. There 
are two ways in which this may happen, directly 
from a milker or other dairy employee, or in- 
directly through the infection of a ecow’s udder 
by a human carrier. In the ease of direct infee- 
tion, it is not reasonable to suppose that any 
extensive epidemie could occur, inasmuch as it 
would be difficult for a human earrier to infect 
milk so grossly that any considerable portion 
would carry infective dosages. This is partic- 
ularly true of large supplies where the dilution 
of any given contamination might easily make 
the infection ineffective. 

However, extensive infection of milk supplies 
with human streptococci can occur through the 
medium of the cow’s udder as a secondary host. 
This has been the case in several milk-borne 
epidemics of septic sore throat in which S. epi- 
demicus has been inoculated, as it were, into one 
or more quarters of an udder by an infected 
milker. The subsequent multiplication of these 
streptococci in the medium furnished by the 
milk and udder tissues may result in millions of 
these pathogens being discharged into the milk 
supply and there may be no immediate indica- 
tion of resulting mastitis; indeed, eases are 
known in which cows have shed large numbers 
of S. epidemicus without evident udder trouble. 

As a rule, in epidemics in which pathogenic 
streptococci of the hemolytic type have been 
traced to infected milk, we see the combination 
of a relatively small herd, perhaps only a few 
cows, the milk from which is sold raw, the pres- 
ence of an infected cow, and methods of milk 
production which pay too little attention to 
minor udder disturbances and probably no at- 
tention to the health of dairy employees. Under 
such conditions, it is possible for a large propor- 
tion of such a milk supply to carry heavy in- 
fective dosages of pathogenic organisms. 

In large herds, where the milk of any one cow 
may be mixed with milk of, say, one hundred 
other cows, the dilution factor may operate to 
reduce the chances of infective doses of path- 
ogens. We know that such may be the ease be- 
cause cows harboring S. epidemicus have been 
found at a time when there was no occurrence 
oe sore throat among the consumers of the 
milk. 
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The oceurrence of hemolytic streptococci in 
pasteurized milks is explained only by the con- 
sideration of a number of factors. Some strains 
of these organisms are undoubtedly more re- 
sistent to heat than others. Moreover, we do not 
expect an actual sterilization of the milk by 
commercial heat treatment and it is only reason- 
able to suppose that among the organisms sur- 
viving there may be a certain percentage of 
hemolytic types surviving that were undoubtedly 
present prior to pasteurization. It is very un- 
likely, however, that such surviving streptococe! 
would have ability to cause disease in human 
beings. 

Our knowledge of the characteristics of 
pathogenic types of hemolytic streptococci has 
been put to the most practical use in the modern 
laboratory control methods for Certified Milk 
production. Today it is a routine procedure on 
a number of Certified Milk farms to examine on 
blood-agar the milk from every fresh and new 
cow prior to admission to the milking line. In 
addition, the entire producing herds are checked 
at frequent intervals by means of group samples, 
which are also plated in blood-agar. The ocecur- 
rence of any suspicious types of streptococci in 
such a group sample is followed up by a re- 
check of the individual cows contributing to the 
group, so as to locate the animal responsible. 

Such work, coupled with careful and system- 





atie veterinary supervision of the cows and 
efficient medical supervision of the dairy em- 
ployees, has been an outstanding accomplish- 
ment in Certified Milk production. Some farms 
maintain their own control laboratories where 
specially trained personnel carry on this spe- 
cialized form of milk control work. Another 
arrangement which is well known is the Wisecon- 
sin system, whereby all the herds producing 
Certified Milk in the Chicago district are ex- 
amined at monthly intervals for S. epidemicus 
under the personal supervision of Dr. W. D. 
Frost at the University of Wisconsin. To him 
and to his associates, we owe much for the meth- 
ods that they have given us for this exceedingly 
important work in the protection of high grade 
milk supplies and the promotion of human 
health. 
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INDICATIONS FOR SIMPLE MASTOID OPERATION* 


BY M. ARCHIBALD DECHTER, M.D.t 


HE purpose of this paper is not to report 

anything original, but simply to freshen our 
memories with well-established faets and_ to 
review briefly the indications for the simple 
mastoid operation, using as illustrations cases 
which have come under my personal observation 
and treatment. In order to understand fully 
the indications for this method of surgical treat- 
ment it is necessary to know the character of the 
pathologie process present. 

The middle ear is a cavity lying mainly within 
the petrous portion of the temporal bone, and 
has its bony opening into the external auditory 
canal, which is closed by the membrana tympani. 
It communicates with the naso-pharynx through 
the eustachian tube, which is lined by mucous 
membrane, and with the mastoid cells by the 
way of the antrum, in its uppermost portion. 

For this reason any infection which may reach 
the middle ear, either through the eustachian 
tube or, more rarely, through a perforation in 
the membrana tympani as a result of trauma, as 
{ will illustrate in my eases later, has three 
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drainage possibilities, namely: (1) through a 
perforated drum; (2) through the eustachian 
tube; (3) through the aditus ad antrum, antrum 
and mastoid cells. 

The usual way of drainage is through a per- 
forated membrana tympani, made artificially by 
the surgeon or oceurring by spontaneous rup- 
ture. If the flow of pus is free, if the perfora- 
tion is early, and the infection is not too virulent, 
or if the infection is not occasioned by improper 
or careless treatment, a complete cure usually 
results. But if for any reason, the outlet of the 
pus into the external ear is delayed or prevented, 
the pus is apt to continue forming and must 
drain through the other openings. Although it 
may drain through the eustachian tube, we can- 
not place too much relianee upon this form of 
drainage for two reasons: first, the opening is 
far from the dependent portion of the middle 
ear; and second, the tubal caliber is easily oe- 
cluded or soon becomes obstructed by the swol- 
len mucosa. 

A most convenient drainage for the pus and 
an avenue of least resistance is into the antrum 
and the mastoid eells. 

When the mastoid cells become involved, the 
inflammatory process causes the development of 
certain signs and symptoms which in turn eon- 
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stitute the indications for operation which we 
may enumerate as follows: 

1. Pain: Pain is a common symptom in mas- 
toiditis, but it may be entirely absent or may 
disappear under treatment, even though the mas- 
toiditis persists or increases. As a rule the pa- 
tient describes the pain as being located behind 
the ear, running down the neck or up toward 
the parietal or occipital bone, or just anterior to 
the auricle above the external auditory orifice. 
Sometimes the pain, after having subsided and 
remained absent or very mild for several days or 
a week or even longer, may again become severe, 
and this is strongly indicative that the process 
has passed into the operative stage. 

2. Tenderness upon Pressure: Tenderness 
upon pressure is one of the most convincing and 
important signs and varies in different cases 
from moderate tenderness, elicited only by firm 
pressure, to extreme sensitiveness even to very 
light pressure, depending on whether the mas- 
toid process is of very thick cortex and sclerotic 
structure or a thin cortex and pneumatie strue- 
ture. It is most commonly elicited over the 
antrum or over the tip of the mastoid process, 
or oceasionally over the point of emergence of 
the emissary vein, usually at the middle of the 
posterior portion of the mastoid process. But 
we must bear in mind that tenderness on vres- 
sure is sometimes elicited in uneomplicated 
acute suppurative otitis media and in furuncu- 
losis of the external auditory canal, as I shall 
illustrate later in one of my eases. Also that the 
tip tenderness may be elicited by strong pres- 
sure on the tip and that it may be absent, as it 
is in processes caused by streptococcus eapsula- 
tus. 

3. Sagging of the posterior superior canal 
wall, together with bulging of the upper segment 
of the drum head. This is a very characteristic 
sign and one which is to be observed in prac- 
tically no other condition; by many aurists it is 
considered as pathognomonic of mastoiditis. The 
degree of sagging depends upon the quantity of 
pus in the antrum and upon the amount of 
swelling of the bone and its coverings between 
the antrum and the external auditory canal. 

4. Discharge: The discharge sometimes gives 
us an intimation of the presence of mastoiditis. 
If it increases in amount so that it could not be 
produced in such a limited space as the 
tympanum and antrum, it probably comes from 
the mastoid. If it suddenly ceases, with an in- 
erease or no let-up of the other symptoms, to 
appear again after a more or less extended in- 
terval, one suspects mastoid involvement. If the 
pus is fairly abundant and of a peculiar creamy 
nature and upon bacteriological examination the 
prevailing organism is found to be streptococcus 
capsulatus, one should suspect mastoid involve- 
ment, even in the absence of pain and other 
symptoms. The continual copious discharge, 
with continued or increasing pain in the ear or 
mastoid region, is apt to be due to extension to 





the mastoid cells; otherwise the free outflow of 
pus would lessen the tension, relieve the pain 
and hasten resolution. 

5. Thickening over Mastoid: Oedema and 
inflammatory thickening over the mastoid are 
not infrequently seen and are due to the ap- 
proach of the inflammation in the mastoid to an 
involvement of the cortex. In adults thickening 
usually precedes the rupture of pus through the 
cortex, but in children this often takes place 
without being preceded by noticeable oedema or 
thickening, as I shall illustrate later in one of my 
cases. 

6. Subperiosteal Abscess: Sub-periosteal ac- 
cumulation of pus often occurs, especially in 
children. In these swellings deep fluctuation 
ean usually be detected and when they occur 
above and behind the ear, a characteristic ap- 
pearance is produced : the auriculocranial fissure 
is obliterated and the ear stands away from the 
head and frequently seems lower than that on 
the other side. In Bezold’s type of mastoiditis, 
the abscess does not remain confined between 
the bone and periosteum, but ruptures into the 
diagastrie fossa beneath the muscles attached 
to the tip, producing an oval, ill-defined swell- 
ing in the neck adjacent to the mastoid, as I 
shall illustrate later in one of my cases. 

7. Fever: Except in very virulent cases, 
the temperature is not very high. It ranges 
from 98 F. to 103 F. ordinarily, but as a rule 
is seldom above 102 F. In adults there is very 
little rise in temperature. It rarely rises above 
102 F. and at this point one begins to suspect 
complications, while if it reaches 103 F. one 
looks for the cause outside of the mastoid. It is 
different in the ease of children. In them fever 
is the rule and a temperature of 103 F. to 104 F. 
is not uncommon and in infants it may reach 
105 F. The important characteristic of the 
temperature is its remissions. A two hourly 
temperature chart shows the typical pus curve 
up and down, with the intervals of fever more 
or less irregular. A sudden rise in temperature 
followed by a sudden fall with a chill should 
make one suspicious of lateral sinus involve- 
ment, or an exceedingly high temperature with- 
out a sueceeding fall within a reasonable time, 
points to the likelihood of a septicemia, pyemia 
or meningitis and naturally justifies immediate 
operation, if there is any other evidence of mas- 
toid suppuration present. 

8. Infecting Agent: Bacterial examination 
of the discharge from the ear is of no diagnosti¢ 
value unless the canal is first rendered practieal- 
ly free from bacteria by liberal application of 
tincture of iodine. Smears and cultures are 
then made from the pus, which is drawn out of 
the middle ear by means of a suction apparatus. 
The. streptococcus mucosus and the streptococcus 
pyogenous strongly indicate operation as resolu- 
tion without mastoid involvement is uncommon 
when they are present. The pneumococcus ac- 
companied by the micrococcus catarrhalis is con- 
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sidered an almost positive indication. The pneu- 
mococcus alone or with the staphylococeus, or the 
staphylococcus alone, produces a milder infec- 
tion, which is usually followed by rapid resolu- 
tion. Other organisms found are of no par- 
ticular concern in this connection. 

9. Blood Count: The leucocyte count, which 
is always increased, varies from 11,000 to 18,000. 
The polymorphonuclear neutrophils are particu- 
larly increased, from a normal of 72% or 75% 
to 85% or 90%, while the small mononuclear 
leucocytes are decreased. If the mastoid abscess 
is complicated by a bacteremia by way of the 
lateral sinus or the smaller vessels of the mas- 
toid process, the leucoeytes are markedly in- 
creased, often from 25,000 to 30,000. We must 
bear in mind that the polymorphonuclears should 
always represent at least 72% of the white cells 
and a sudden drop, as for instance from 85% 
to 70%, is indicative of collapse, or at least of 
loss of resistance. 

10. X-Ray Evidence: A suppurative inflam- 
mation in the mastoid cells shows its presence 
in x-ray plates in two ways: (1) by pus and 
eranulations obstructing the passage of the rays; 
and (2) by showing the destruction of the in- 
tereellular walls. Comparison, however, must 
he made between the two mastoids; henee it is 
of less value in bilateral mastoiditis. Care must 
also be taken not to confuse a sclerotic mastoid 
with a mastoid full of pus. In the former ease, 
the white shadow is denser and smaller, as a 
rule, than in the latter. In addition, a sclerotic 
mastoid is more apt to be associated with a sim- 
ilar picture on the other side. 

In conclusion we may say that the presence 
of the above mentioned signs and symptoms 
makes the indications for operation comparative- 
ly clear and certainly when a fair number are 
present coincidently there should be no difficulty 
in this respect. However, we must always bear 
in mind the atypical cases of mastoiditis and 
we must always be on the lookout for symptoms 
which may suggest the presence or development 
of graver affections such as meningitis, sinus 
thrombosis, facial paralysis, endocranial abscess 
and acute general septicemia, any of which 
would indicate immediate operation. 

If you will bear with me a while longer I 
would like to illustrate some of the above in- 
dications with a few of the patients that have 
come under my observation and treatment. 


CASE 1 


Case 1 illustrates a simple mastoiditis complicated 
with a Bezold perforation, caused by direct infection 
through a perforation in the membrana tympani as 
a result of trauma. 

E. P., a little girl, aged 4%% years, was referred to 
me by Dr. E. S. Smith. 

History: The child was struck by an automobile 
while playing in the street and developéd bleeding 
from the left external auditory canal. 

First examination: Left ear: Membrana tympani 
covered by scattered blood clots. Inferior segment 
of membrana tympani torn from sulcus and oozing 
of blood through perforation. 








Oozing from the canal continued at intermittent 
intervals for three days. On the fourth day a muco- 
purulent discharge tinged with blood was observed 
from the canal of the left ear. This discharge in- 
creased in quantity and became more purulent and 
did not yield to treatment for the next few days. 

On the morning of the seventh day I noticed an 
oval, ill-defined swelling in the neck adjacent to the 
left mastoid. There was marked tenderness on light 
palpitation over the mastoid tip and antrum. Her 
temperature was 103 F. and the child was toxic. 

On the evening of the seventh day I did a mas- 
toidectomy and found a perforation of the tip where 
pus had escaped into the tissues of the neck. The 
mastoid cells contained free pus and there was a 
large amount of bleeding, showing that the case was 
acute and in the stage of engorgement. The child 
made an uneventful recovery and was discharged 
cured. The membrana tympani returned to normal 
condition and the post-auricular wound completely 
healed without any deformity. 


CASE 2 

Case 2 illustrates a simple mastoiditis (bi-lateral) 
complicated by perforation of the cortex and a sub- 
periosteal abscess caused by infection from the naso- 
pharynx through the eustachian tube. 

F. C., a baby, four and half months old, was re- 
ferred to me by Dr. R. D. Hildreth. 

History: The patient had been suffering for the 
past week, crying all night, putting his hands up to 
his ears and rolling his head about. The right side of 
the. face, in front of and behind the ear, was swollen. 

Examination: Right ear: Membrana tympani in- 
tensely red and bulging in upper segment. Marked 
drooping of the posterior superior canal wall. Canal - 
itself dry and lumen narrowed. No perforation in 
membrana tympani. Tenderness on deep pressure 
over tip and antrum. 

Left ear: Same as the right but not so marked. 

I did a wide double myringotomy, extending 
through both membrana tensa and membrana flac- 
cida, in hope of obtaining free drainage. Next day I 
saw the baby at my office and both ears were dis- 
charging freely, the left more freely than the right. 
On the following day the mother reported that the 
baby had been fretful and cried all night. There was 
evidence of a subperiosteal abscess on the right mas- 
toid. The tenderness over the mastoid tip and an- 
trum had increased and the lumen of both canals 
were markedly reduced owing to sagging of the pos- 
terior superior canal walls. The temperature was 
102 F. 

On the evening of the same day I did a double mas- 
toidectomy and found the cells of both mastoids 
filled with pus. The cortex of the right mastoid had 
a large central perforation, which accounted for the 
sub-periosteal abscess, while on the left side the dural 
plate was eroded with exposure of the dura. I closed 
the right mastoid with clips and inserted a drain, 
but left the left mastoid open and packed with gauze 
because of dura exposure. On the following day the 
baby was in poor condition, his temperature was 
106 F., and he had marked clonic spasms. This con- 
dition continued for a few days and then the baby 
began to show gradual improvement and made a com- 
plete recovery. Both drums reformed and the mas- 
toid wounds healed with no external deformity. 


CASE 3 

‘ase 3 illustrates a simple mastoiditis, complicated 
with facial paralysis, and double cortical perforation 
following a severe case of scarlet fever. 

M.S. A little girl, aged three and one half years, 
was referred to me by Dr. M. D. Chisholm. 

History: Following a severe case of scarlet fever, 
the child developed a double otitis media. Both mem- 
brana tympani ruptured spontaneously and there was 
a thick foul discharge from both canals. 
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Examination: The canals of both ears were filled 
with thick cheesy pus, which had to be removed en 
masse before view of the membrana tympani could 
be obtained. The pus had a characteristic odor. The 
membrana tympani of the right ear showed a small 
perforation in the posterior inferior quadrant; while 
the left ear showed a perforation in the anterior in- 
ferior quadrant. Both membranes were intensely red 
and the membrana flaccida was bulging. There was 
no marked tenderness of the mastoid tip or antrum 
at this time. 

Owing to the character of the discharge, I enlarged 
the perforation of both membrana tympani, extending 
up to and through Sharpnell’s membrane and also 
made a counter opening parallel to my first incision. 
This was made necessary by the very thick cheesy 
character of the discharge. At this time I informed 
the physician in charge of the case that there was 
great danger of an acute mastoiditis appearing at any 
time in this particular type of case and it would be 
exceptional if the child escaped it. 


The next time I saw the case was four weeks later, 
when the child had developed a right facial paralysis. 
The interesting point about this case was the absence 
of practically any pain or tenderness over the mas- 
toid region. The temperature was very irregular, 
varying from normal on some days to 103 or 104 F. 
on others. The discharge was profuse and had been 
that way for the past four weeks. I did an emer- 
gency right mastoidectomy and the following was 
found: there were two cortical perforations, one 
over the region of the mastoid tip and another over 
the antrum region. The mastoid cells were filled 
with excessive granulations and pus. Free pus and 
marked bone destruction were found in the region 
of the posterior canal wall. Granulations and pus 
had a characteristic odor. The mastoid tip was com- 
pletely necrosed, exposing the diagastric muscle. The 
sinus plate was eroded and the sinus was covered 
with fresh granulations. The latter was especially 
interesting in that it showed what nature itself some- 
times could do to check a destructive process. 


The child made an unusually rapid and good prog- 
ress during the next week. Her temperature was 
normal; she showed gain in color and general health. 
The canal showed slight discharge, while the mastoid 
wound drained freely and still had a very offensive 
odor. 


Her left ear, the unoperated ear, showed a very 
profuse discharge with a foul odor. There was no 
pain, no tip or antrum tenderness, no elevation of 
temperature, and only a very slight sagging of the 
posterior superior canal wall. Because of the pro- 
fuse continued discharge of five weeks’ duration, the 
characteristic offensive odor, the offending organism, 
streptococcus capsulatus, and the findings in the right 
mastoid, I decided, after a consultation with the at- 
tending physician, it would be best to operate on the 
left mastoid. 

On Saturday, February 27, exactly one week from 
the date of the right mastoidectomy, I did a left 
simple mastoidectomy and found a large perforation 
in the cortex. The mastoid cells were filled with pus 
and granulation tissue. The day following the first 
operation the blood count showed 3,000,000 R. B. C., 
23,000 W. B. C. and 68% polymorphonuclear cells. 

You will note that we have here a high leucocyte 
count with a relative low polymorphonuclear count, 
showing that the patient had an exceptionally good 
resistance. You will also note the 3,000,000 R. B. C., 
which is not at all unusual, for we often get a sec- 
ondary anemia accompanying mastoiditis. Cultures 
taken from the mastoid wound, a few days after the 
operation, revealed streptococcus capsulatus as the 
offending organism. This cleared up a great deal 
of the mystery of this case, namely the lack of pain, 





lack of tip and antrum tenderness and lack of tem- 
perature, for, as you may recall, I stated before that 
the streptococcus capsulatus as a rule gave but very 
little pain or mastoid tenderness but was very insidi- 
ous and destructive in its nature and very seldom 
cleared up without mastoid involvement. Up to date 
the child had made exceptionally good progress and 
is now on the road to complete recovery. Her facial 
paralysis has completely disappeared, the mastoid 
wound is healed up, and the canal dry with the ex- 
ception of occasional slight moisture, mucoid in char- 
acter. 


CASE 4 


Case 4 is not a case of acute mastoiditis, but one 
which showed every symptom of a typical mastoiditis 
and is the type of a case we must always rule out 
before we make our final diagnosis of acute mas- 
toiditis. 

Mrs. H. L., age 18, referred to me by Dr. A. J. 
Logie. 


History: For the past week she had had a pain in 
left ear, which had gradually increased in severity. 
The pain was so severe that it kept the patient 
awake all night. About the fifth day she noticed her 
face and neck around the left ear began to swell and 
continued to get worse. The night before reporting 
to me something burst in her ear and began to dis- 
charge a thin pus. 


Mxamination: Swelling of face and neck in front 
and behind left ear. Slightly oval, fluctuating mass 
beneath left ear; marked tenderness over mastoid tip, 
antrum and emissary vein upon slight palpitation. 
Pain upon moving ear or pressure on tragus. Lumen 
of external auditory canal greatly diminished in cal- 
iber, so that view of the membrana tympani was ob- 
tained only with great difficulty. Temperature 100.2 F. 
Up to this point we have a typical history and phys- 
ical signs of acute mastoiditis, but upon further ex- 
amination I noticed a large furuncle situated in the 
anterior inferior wall of the external auditory 
meatus, which almost completely obstructed the 
canal. Upon widening the external auditory canal 
examination revealed the membrana tympani appar- 
ently normal, which ruled out acute mastoiditis. 


I incised the furuncle and inserted a cresatin drain 
and sent the patient home. Within a few days the 
swelling had disappeared and the ear returned to 
normal. 


In closing this paper I am going to quote Dr. 
Wendell C. Phillips, surgeon at the Manhattan 
Kye, Ear and Throat Hospital, N. Y. C., regard- 
ing the simple mastoid operation. He says: 


“The simple mastoid operation, when em- 
ployed in suitable cases and previous to 
the advent of serious complications, yields 
brilliant results and ranks high among the 
life saving surgical measures known to med- 
icine. Not only does it cure the disease, but 
when skillfully performed and its after treat- 
ment properly carried out, it restores to nor- 
mal functional activity the affected ear. The 
mortality from the operation per se is so 
extremely low in comparison with that of the 
disease when allowed to terminate without 
operation that one can hardly understand 
why any opposition to its employment should 
ever arise. The small percentage of deaths 
which follow the operation are usually from 
some complication, intercranial in nature, 
upon which the operation itself has no bear- 
ing, but is of benefit, inasmuch as it affords 
one step toward their cure.” 
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A SIMPLE MANEUVER FOR REMOVING A T DRAINAGE 
TUBE FROM THE COMMON BILE DUCT 


BY ARCHIBALD J. DOUGLAS, M.D.* 


HE following, simple technic may at times 

be of service. By its means one may re- 
move a rubber T drainage tube from the com- 
mon bile duct without much inconvenience to 
the patient and with a minimum amount of 
trauma to the tissues. 

The protruding portion of the tube is slipped 
through the ring of a Mayo vein stripper as 
one would do with a varicose vein. The instru- 
ment is pushed along the tube, while the pro- 
truding portion is held till the ring comes grad- 
ually to rest against the common bile duct and 
the transverse part of the tube. Now, while 
holding the instrument firmly without crowding 
it, traction is made on the protruding vortion 
of the tube and the arms of the transverse part 
come to lie parallel with each other within the 

*Douglas—Attending Surgeon, Noble Hospital, Westfield. For 


record and address of author see ‘‘This Week’s Issue,’’ page 
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grasp of the ring of the vein stripper. Tube 
and instrument may then be easily and pain- 
lessly removed with a minimum amount of 
trauma to the tissues. 

















Tube In Grasp OF 
Vem Ippev 
JD JD. 


The above maneuver is so simple and obvieus 
I have no doubt that others may have used it. 
I can, however, find no evidence of its ever be- 
ing published. 





THE CARE OF LEPERS BY THE UNITED STATES 
PUBLIC HEALTH SERVICE 


That leprosy now exists in the United States and 
has existed here for a great many years is a truism 
which seldom occurs to the average person until 
newspaper headlines attract attention of a commu- 
nity to some unfortunate person who is afflicted with 
the disease. Then, after a few days’ hysterical at- 
tention to the subject, the question again drops into 
temporary oblivion. 

In some of the States, leprosy has long been a 
problem of importance because of its presence in 
neighborhoods populated by descendants of certain 
of the earlier settlers, and of the fact that its propa- 
gation there is due to factors not well understood. 
For lack of better explanation, racial or family pre- 
disposition, local habits and customs, and the like, 
are ascribed as causes. In other States, particularly 
those with large seaports, cases of leprosy develop 
among immigrants who have been admitted with the 
disease in an early and undiagnosable form, and the 
disease has spread, slowly, to be sure, among the 
native population. A third source of infection is 
that found in our military and maritime population, 
in the soldier or seaman who has lived in an infected 
territory for a number of years, has contracted the 
disease, and has later returned to his native country. 

Geographically, the Gulf Coast States are consid- 
ered as the most important foci of leprosy in con- 
tinental United States; for here is recognized indis- 
putable evidence of the continued propagation of lep- 
rosy, and here the disease has existed for genera- 
tions, having been sustained by contact with leprous 
communities through commercial sources. 

A conservative estimate of the prevalence of lep- 
rosy in continental United States places the number 
of cases at approximately 1,200. A reliable estimate 
of the number of lepers who have resided in the 
United States is well nigh impossible, and for many 





reasons. It is probable that, many times, leprosy 
has been confused with other diseases with which 
it has symptoms in common; furthermore, leprosy 
has not been consistently reported to health officials, 
and the public records must, of necessity, represent 
but a surface scratehing. Then, to, in many in- 
stances, physicians have hesitated to report known 
cases of leprosy because of the unwarranted hysteria 
that would have been provoked by the report of the 
presence of a case of leprosy in a neighborhood where 
no suitable facilities existed for isolation and treat- 
ment, and where the leper had been permitted and 
encouraged to move on. Sometimes this method of 
dealing with lepers has been most humiliating to the 
leper and disgraceful to the community. 


It was evident more than 50 years ago that some 
concerted action was necessary if the progress of lep- 
rosy in the United States was to be checked, and 
plans were formulated for having the Federal Gov- 
ernment assume control of the situation. Construc- 
tive effort, however, did not crystallize until Febru- 
ary 3, 1917, when Congress enacted legislation and 
provided funds for the establishment of a national 
home for lepers to be under the direction of the 
U. S. Public Health Service. The entrance of the 
United States into the World War prevented, for a 
time, active measures from being taken toward this 
project, although a committee was appointed to se- 
lect a site for the proposed leper home. This com- 
mittee met with great opposition in obtaining a site, 
because no State cared to cede territory to the Gov- 
ernment for use as a leper settlement, and the prob- 
lem was finally solved by purchasing from the State 
of Louisiana the estate occupied by the Louisiana 
Leper Home. 


This was developed by the U. S. Public Health 
Service into the present National Leprosarium at 
Carville, La., where 306 lepers are now under treat- 
ment.—U. S. Public Health Service. 
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CASE 16081 


NASAL INFECTION WITH HEADACHE 
AND FEVER 


Eye AND Ear INFIRMARY 


An American bus driver thirty-four years old 
entered the Eye and Ear Infirmary June 15. 

June 12 he picked a pimple on his nose. It be- 
came tender, and the left side of his nose 
became swollen and inflamed. June 14 he began 
to have headache and fever. He vomited twenty- 
four hours before admission and once upon 
admission. 

For a year he had had discharge from the 
right ear, but no pain or mastoid tenderness. 

Clinical examination showed no evidence of 
pulmonary solidification, cough or pain in the 
chest. There was central perforation of the 
right ear-drum with thin purulent discharge. 
The left ear-drum was injected along the malleus 
handle. There was paralysis of the external 
rectus of the left eye. The right eye showed 
exophthalmos with loss of vision. Neither pupil 
reacted to light. The fundi were normal. There 
was brawny edema of the tip of the nose, esne- 
cially of the left side, extending to the cheeks 
and there merging into a soft puffy edema in- 
volving both cheeks and eyelids. The skin of 
the nose was badly discolored and broken near 
the tip, where there was a small drop of yellow 
pus oozing through. The left naris presented 
redness and swelling of the mucous membrane 
and profuse purulent crusting. The right was 
less markedly involved. The mucous membrane 
of the throat was slightly injected. There was 
considerable furring of the tongue. The teeth 
were heavily coated. 

Urine not reeorded. Blood: leukocytes 21,000, 
reds 4,320,000. Wassermann negative. Blood 
culture: streptococcus hemolyticus. 

Temperature 104.7°to 107°. Pulse 75 to 160. 
Respirations normal. 

X-ray showed marked thickening of the left 
antrum and destruction of the tip of the right 
mastoid. 

A lumbar puncture showed an initial pres- 
sure of 120. Dynamics were not initiated. Not 
more than twenty points rise could be obtained 
from either side. Final pressure 110. 260 cells, 
77 per cent polynuclears, 23 per cent lympho- 
cytes. Total protein 44. Colloidal gold 
1222211000. Culture: no growth. 





The patient was comatose all day. The condi- 
tion became rapidly worse during the day. The 
right eyelids became as puffy as the left. There 
was exophthalmos of both eyes. The tempera- 
ture rose to 1070. In the afternoon there was 
convulsive twitching of the extremities. There 
was no Babinski, Kernig or stiff neck. Late in 
the afternoon he died. 


CLINICAL DIscussION 


BY RICHARD C. CABOT, M.D. AND 
KEMP COOPER, M.D.* 


NOTES ON THE HISTORY 


With the facts that he went to the Eye and 
Ear Infirmary and that he had some cerehral 
symptoms following an infectious lesion of the 
nose anybody ought to think of meningitis or 
sinus thrombosis. We know that infectious !e- 
sions of the nose are prone to extension to the 
brain. 

The right ear is of course another possible 
source of infection of the brain. 


NOTES ON THE PHYSICAL EXAMINATION 


‘No evidence of pulmonary consolidation”’ 


means in other words no evidence of pneumonia. . 


‘*Consolidation’’ is the wrong word to use. You 
ean consolidate railroads, but lungs solidify. 


That description of the skin of the nose does: 


not exactly fit erysipelas; neither does it ex- 
clude erysipelas. 

You ean take your choice as to which was the 
portal of entry to the interior of the skull, the 
nose or the ear. We certainly must think of in- 
fection inside the skull. 


DIFFERENTIAL DIAGNOSIS 


The only discussable thing there is exactly 
where within the skull is the infection or sup- 
puration which extended from this process in 
his nose or from the ear. Certainly all these eye 
symptoms make it impossible that the whole 
thing is concerned with the ear. He does not 
have pain in that region. It seems to me that 
the other portal of entry is more probable. I do 
not know enough about the lymphatics and 
other anatomic points here to say where this 
nose-to-brain infection ought to be. Perhaps 
some of you who studied anatomy a little more 
recently can make some suggestions as to where 
Dr. Mallory will locate this suppuration. T be- 
lieve this went in through the nose, or if from 
the ear not from the ear alone. I do not believe 
it is generalized meningitis, although that is pos- 
sible. It seems more like a localized process, 
with of course communication with the spinal 
cavity ; in other words intracranial infection the 
position of which I am not enough of an 
anatomist to determine. 

Dr. Cooper, will you tell us anything that we 
ought to know aside from the autopsy findings? 


*Interne, Massachusetts Eye and Ear Infirmary. 
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Dr. Kemp Coorer: The only point not quite 
brought out in this history is the rapidity with 
which this edema and swelling spread. We could 
watch it spread over a period of twelve hours 
from the left eye across the bridge of the nose to 
the right. 

Dr. Capor: 
border ? 

Dr. Cooper: There were never any sharp 
borders, but we could see a definite line of de- 
mareation crossing the bridge of the nose. It 
was not brawny raised edema such as is seen in 
erysipelas. 

Dr. Carnor: 
question of erysipelas open. 
vreat deal of difference. 

Dr. Coorer: The patient had had a discharg- 
ing ear for a year, but not enough involvement 
of the mastoid to make operation advisable. 

Dr. Cavor: So the surgeons who saw the pa- 
tient did not think the ear responsible ? 

Dr. Coorer: No. 

A Srupent: Couldn’t it be a flare-up of the 
chronic condition in the ear? 

Dr. Cooper: Examination of the ear at that 
time did not show an acute exacerbation of a 
chronie process. It is possible that might occur 
in the picture, but it was not the outstanding 
symptom. 

A Srupent: Doesn’t the picture resemble a 
eavernous sinus thrombosis? 

Dr. Canor: If you ean locate one particular 
sinus you are out of my depth so far as anatomy 
Foes. 

A Strupent: If you have one sinus throm- 
bosed isn’t the other usually thrombosed ? 

Dr. Casnor: I have seen one thrombosed. 
Whether a double thrombosis is usual or usasual 
I do not know. . pial 

A Srupent: Doesn’t the fact that he had 
paralysis of the rectus of the left eye point to 
cavernous sinus thrombosis? 

Dr. Canot: That is an interesting observa- 
tion if true. I do not know enough to know 
if it is. 


Did it at any time show a sharp 


We shall still have to leave the 
It does not make a 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Cavernous sinus thrombosis. 

DR. RICHARD CC, CABOT’S DIAGNOSES 
Intracranial infection starting from the nose. 
Septicemia, streptococcus hemolyticus. 

ANATOMIC DIAGNOSES 
1. Primary disease. 
Cavernous sinus thrombosis. 
2. Secondary or terminal lesions. 


Jeginning meningitis. 
.Septicemia, streptococcus hemolyticus. 
Bronchopneumonia, streptococcus hemolyticus. 





PatTHoLoGic Discussion 
BY TRACY B. MALLORY, M.D. 


This was a ease of cavernous sinus thrombosis, 
and was bilateral. They are not in our experi- 
ence particularly common. This is the third 
case that we have seen in a little over a year. If 
I am not mistaken, all of them have been bi- 
lateral. In the other two an attempt to drain 
the sinus was made. As both eyes were involved 
in this ease, it was felt that drainage was use- 
less. There was a slight spreading meningitis 
along the base of the brain back from the 
cavernous sinus over the base of the medulla, 
not as yet generalized. There was_ broncho- 


pneumonia of the lungs due to the same 
organism. 


Can you add anything more from the clinical 
point of view, Dr. Cooper? 

Dr. Coorer: I think everything has been 
covered. 

Dr. Mauiory: I think the combination of 
exophthalmos and ocular palsies plus the local 
evidence of infection is about as much as we 
ever get by way of a story in these eases. Quite 
often we get less. 

A StupDENT: Why should it hit only one of 
the eye nerves? 

Dr. Matutory: The process might easily be 
more marked in one portion of the sinus than 
another, or one nerve sheath be penetrated 
sooner than the other. 





CASE 16082 


IS LOCAL EXCISION OF CARCINOMA OF 
THE RECTUM EVER JUSTIFIED? 


SURGICAL DEPARTMENT 


A married American woman forty-five years 
old entered March 8. 

Beginning thirteen months before admission 
she had diarrhea, constant steady ache in the 
rectum, and mucous discharge and bleeding from 
the rectum with bowel movements, all persist- 
ing for four months. Nine months before admis- 
sion she first saw a doctor. Eight months be- 
fore admission she was operated upon at another 
hospital for adenocarcinoma of the rectum. 
Their note is as follows: ‘‘There was a mass 
on the posterior wall of the rectum about one 
inch in. It started apparently as a polyp. There 
was considerable foul mucus and blood in the 
rectum. The sphincter was cut and the growth 
removed with electric cautery. The sphincter 
was then reconstructed. The reason for the local 
excision was the absolute refusal on the part 
of the patient to have a colostomy.’’ Since that 
time she had had radium treatment and had 
been followed at the Huntington Hospital. 
When she entered that hospital she had a firm 
nodule about two centimeters in diameter and 
about five centimeters from the anus. She was 


given two radium treatments a month apart. 
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Gold ‘‘seeds’’ each 0.3 millimeters thick and con- 
taining a little over one millicurie of radium 
were inserted into the nodule. <A pathologie 
report of adenocarcinoma, grade I, was returned. 
Sinee the operation she had felt much better, 
though she still had mucus and _ occasionally 
blood in her stools. For a month before admis- 
sion she had some diarrhea. For two weeks she 
had had aching at the end of the spine and be- 
tween the shoulder blades. Her best and vres- 
ent weight was 150 pounds. 

Her mother died of cancer, and three grand- 
parents had had it. 

Fifteen years before admission she had hemor- 
rhoids injected. During the past December her 
menstruation stopped, the doctors told her be- 
cause of the action of radium. 

Clinical examination was negative except for 
a hard, irregular ulcerated area, not tender, 
with a erater felt about one inch inside the 
anus in the upper outer quadrant (i.¢e., one— 
three o’clock). 

Before operation urine not remarkable, renal 
funetion 50 per cent, hemoglobin 75 per ceut, 
6,600 leukocytes, reds 4,860,000, moderate 
achromia. Non-protein nitrogen 32. Hinton 
negative. 

Chart before operation normal- 


DISCUSSION 
BY WILLIAM MARTINDALE SHEDDEN, M.D. 


The diagnosis in this case is fairly obvious, so 
we will direct our attention to a few salient 
points in the history and the physical examina- 
tion. 

The patient is forty-five vears old. Cancer of 
the rectum has its greatest incidence in the fifth 
decade, though the fourth runs a elose second. 

She waited four months before she sought 
medieal advice. In a recent review of a series 
of cases of rectal neoplasm we found that a large 
number waited four months or longer. We 
noted a further rather depressing fact, namely 
that though about one-third of them sought 
their doctors within a month, over half of them 
were delayed by the doctor for another three 
months while he treated them with ointments, 
electricity, and so forth. 

She had pain in the rectum and bleeding, two 
of the first signs of cancer of the rectum. We 
found in our series that most of the patients bad 
pain or bleeding as a primary symptom. It is 
the bleeding that is both an aid and a menace 
in getting these eases early for, treatment, an 
aid because it is a signal warning us to do a 
careful rectal examination, and a menace be- 
cause we may find hemorrhoids on a superficial 
examination and, satisfied that we have found 
the cause for the bleeding, do no more than 
treat them alone. 

The mass was posterior and low, both econdi- 
tions favorable for cure if there is wide excision 
and removal of the gland-bearing areas which 





drain this region. The mass perhaps started as 
a polyp. Polyp or rectal adenoma is the only 
pathologie entity that we feel reasonably sure 
is a precursor of cancer. 

The foul mucus is of course a result of degen- 
eration of the neoplasm, and it is this degenera- 
tion with its secondary inflammatory changes 
that often gives the patient pain. 

It is unfortunate that this surgeon was foreed 
into doing a local excision, as this procedure 
but rarely cures. In our series all the cases that 
had merely a local excision had recurrences. 

She still refused adequate operative therapy 
on entering the Huntington Hospital, so radium 
treatment was instituted. The pathologie grad- 
ing of the tumor indicated that her chances 
for cure were good if she would submit to opera- 
tion. Five-year cures with radium treatment 
vary at present in different clinics from zero to 
twenty per cent, whereas the ecurability figure 
for radical operation varies from 28.5 to 52 
per cent. Radium and diathermy technic is im- 
proving however, and we may soon be able to 
equal or better the operative figures. 

The word diarrhea is inadequate as used with 
these cases, as it may indicate frequent stools 
of feces, mucus, or blood, or any combination 
of these. A better expression would be, for in- 
stance, ‘‘The patient has seven stools a day and 
at one or two of these fecal matter is apparently 
passed.”’ 

The familial caneer is of slight interest, for 
it gives us no help in the prophylaxis or diag- 
nosis of neoplasm. 

The fact that she had hemorrhoids fifteen 
years ago is probably one reason why she waited 
for months this time before going to a doctor. 
Both laymen and doctors must learn not to be 
satisfied with hemorrhoids alone as a cause for 
bleeding unless all reasonable methods have been 
taken to rule.out cancer. The description of the 
rectal growth is so typical of rectal cancer that 
the diagnosis ean confidently be made. This ean 
be checked, as was done here, by a biopsy with- 
out fear of disseminating the growth. 


FURTHER HISTORY 


March 11 a first stage abdominoperineal on- 
eration was done under gas-ether anesthesia. 
Peritoneal flaps were dissected off on each side 
of the mesosigmoid. These two flaps were con- 
nected with an anterior flap across the front 
of the rectum just in back of the cervical por- 
tion of the uterus. The superior hemorrhoidal 
artery was clamped in two places, cut between 
and tied off. Then by blunt dissection the ree- 
tum was freed posteriorly as far down as the 
tip of the coceyx, laterally about three-quarters 
of that distance, and anteriorly for a distance 
of about one inch. The peritoneal flaps were 
then sutured at their inferior angles to the 
fundus of the uterus and the margins were 
then sutured to each other from that point up- 
ward so as to form a new peritoneal floor. The 
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sigmoid proximal to this was brought up into the 
wound for a colostomy. The wound was closed 
in layers. 

The patient showed only moderate reaction 
after the operation. March 14 the colostomy 
was opened. 

March 18 a second stage abdominoperineal op- 
eration was done. Under spinal anesthesia the 
anus was freed by a combination of blunt 
and sharp dissection until the previous dissec- 
tion was reached. The inferior and middle 
hemorrhoidal arteries were clamped and tied. 
The rectum was quite adherent to the vagina 
at one point where radium had been placed. 
The posterior wall of the vagina showed slight 
induration. A Number 2 continuous catgut tie 
was put around the rectum just under the pel- 
vie floor, another tie placed below this and 
the rectum excised between these two. 

A pathologic report of adenocarcinoma was 
made. 


FurTHER DIscuUSsSION 


The operation was the two stage abdomino- 
perineal technic as modified by Dr. Daniel F. 
Jones. 

It will be noted that the rectum was adherent 
to the vagina at one point. The vagina can be 
resected in these cases if necessary. 





FURTHER HISTORY 


The patient ran a septic temperature after 
the operation. The wound was irrigated with 
hexylresoreinol. There was considerable drain- 
age. April 6 she was discharged with the colos- 
tomy working well. The posterior wound was 
still discharging slightly. 

On January 6, nine months after her discharge, 
the patient was seen in the Tumor Clinic. She 
had gained weight. There was no evidence of 
recurrence in the liver or perineum or by va- 
gina. The colostomy was functioning well. She 
had had pain in the shoulder, neck and back. 
Previous X-rays had shown arthritis but no 
evidence of metastasis. 


FurtTHER DIscuSssION 


The lessons to be learned from this case are: 

(1) That if we wish to improve our curabil- 
ity figure the patients must be adequately 
treated earlier. 

(2) That hemorrhoids may sidetrack the cor- 
rect diagnosis if we do not make an adequate 
rectal examination. 

(3) That radium does not as yet give the 
patient the best chance for cure. 


DIAGNOSIS 


Carcinoma of the rectum. 
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MILK-BORNE INFECTIONS 


Tus issue of the JouRNAL contains an article 
by John G. Hardenbergh, Director of the Walk- 
er-Gordon Laboratories, on the identification 
and significance of hemolytic streptococci in 
milk. Efforts at protecting milk consumers from 
the infections which are peculiarly liable to be 
borne in milk are constantly coming to the fore, 
and the Walker-Gordon interests present a 
notable example of the care which may be taken 
by milk producers to safeguard their product. 
Certified milk—and the Walker-Gordon name 
is practically synonymous with certified milk— 
has blazed an unescapable trail in teaching us 
the dangers inherent in raw milk, and the meth- 
ods by which they may be avoided so far as is 
possible in raw milk. It is an illustration of the 
trend of the times and the interest which is being 
taken in milk by the medical profession and the 
public to know that we ean now, in this seetion 
of the country, at least, purchase certified milk, 





pasteurized. The American Association of Certi- 
fied Milk Commissions has waged a bitter fight 
against it, but it is practically a certainty that 
we will continue to have certified milk, pasteur- 
ized, or a milk which is analogous to it. 


It is interesting, it is instructive and it is 
worthy of admiration to realize the meticulous 
care which is being exerted to produce as clean a 
milk as possible. Certified milk rarely comes, 
now, from tuberculous eattle; it is almost un- 
heard of to have typhoid fever, scarlet fever or 
diphtheria oceur as a result of its use; it rarely 
carries the hemolytic streptococcus, and many 
pains are now being taken to exclude Brucella 
abortus infection from the herds producing it. 
Nothing, however, unless it be sterilization by 
boiling, can take the place of pasteurization, and 
with milk supplies which are not certified by an 
aggressive and reliable commission, pasteuriza- 
tion is a erying need. 

If certified milk may continue to be sold raw, 
well and good; if exceptions cannot practically 
be made to universal pasteurization in this 
state, then let certified milk also be pasteurized. 
We may miss it in its raw state but we will not 
miss it for long. Meanwhile let us all stand 
firmly behind the request of the State Depart- 
ment of Health for new and advanced legisla- 
tion. It is not drastic; it is not revolutionary; 
it simply asks for the provision that, within a 
reasonable period, all milk in cities and towns 
with a population of more than 5000 shall be 
either pasteurized or from tuberculosis-free 
cattle. 


The only objection to this request is that it 
does not go far enough. It asks for protection 
only against tuberculosis and it leaves out of its 
reckoning, for purely practical reasons, the 
rural districts which need protection, even if 
they will not admit it, as much or more than do 
the cities. The time will come when all milk 
sold in this state in any quantity will be pas- 
teurized, and then we ean eall ourselves a model 
commonwealth in this one particular. Until 
then we will continue to reiterate our slogan that 
all milk must be pasteurized, somewhat in the 
manner of the patriot Cato who ended every 
speech with Carthago delenda est! 





THE HEARINGS ON THE BILLS FOR AND 
AGAINST VACCINATION BEFORE THE 
COMMITTEE OF THE LEGISLATURE 
ON PUBLIC HEALTH 
ContTRARY to the experience of last year when 

the hearing on Dr. Woodward’s bill was econ- 

ducted there was a spirited opposition to the 
bills extending the compulsory features of vae- 

cination, at the State House on February 10. 

Whether the attitude of Governor Allen last 

year, when Dr. Woodward’s bill, which had 
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passed the House and Senate, was referred back 
to the Senate, has stimulated the enthusiasm 
of the opponents is a reasonable conjecture. 

Dr. Bigelow, Commissioner of Public Health, 
conducted the hearing for the proponents of the 
bills which favor extension of the compulsory 
requirements for vaccination. Dr. 8. B. Wood- 
ward referred to his former arguments before 
the Committees and read the proposed state- 
ment, a copy of which appeared on page 318, 
of the Journat of February 13 which should 
be read by all who are interested in this con- 
troversy. 

Dr. Bigelow gave a clear account of the epi- 
demies in Gardner and Middleboro, preliminary 
reports of which have been published, and 
showed the efficacy of vaccination in controll- 
ing the situation especially pointing out that if 
the requirements specified in Dr. Woodward’s 
or The Department’s Bill had been in operation 
sufficiently long there would not have been so 
many vulnerable people. He referred to the 
number of cases of chickenpox before smallpox 
was recognized and the care exercised in mak- 
ing the diagnosis by the employment of a recog- 
nized expert. 

Dr. J. P. Leake of the Public Health Serv- 
ice made a strong argument for vaccination. 
Ile stated in closing that vaccination prevents 
smallpox but has no effect on chickenpox based 
on the figures in the Department of the Publie 
Health Service which show that epidemics of 
smallpox occur among unvaccinated or inade- 
quately vaecinated persons. He showed a se- 
ries of pictures of cases of smallpox and affirmed 
the opinions expressed by Dr. Bigelow that 
smallpox cannot be controlled without vaceina- 
tion and that in order to secure immunity in the 
presence of virulent smallpox one should have 
had several suecessful vaccinations, although 
one or two suecessful vaccinations may make 
a person immune to the milder types through- 
out life. 

Dr. M. J. Rosenau explained the meticulous 
care exercised in the preparation of vaccine and 
the function of the Government in licensing and 
inspecting all plants manufacturing this prod- 
uct. He felt sure that this country and this 
State have the best quality of vaccine virus. 
Ife explained that smallpox cannot be controlled 
by sanitary precautions as can typhoid fever, 
because there is no known way of stopping the 
waves of the disease other than by vaccination. 
He too felt that vaccination by well prepared 
virus done by proper method and adequate after 
care is devoid of danger. 
~ Dr. R. B. Greenough, President of the Massa- 
chusetts Medical Society and Chairman of the 
Committee on Legislation of the Massachusetts 
Medical Society and the Massachusetts Homeo- 
pathie Medical Society reported that this com- 
mittee representing five thousand physicians of 
the State is in favor of the bills to extend the 
requirements for vaccination. 





Dr. Francis G. Curtis, President of the Massa- 
chusetts Association of Boards of Health, re- 
corded the vote of this organization taken at 
a recent meeting endorsing these bills. 

The Committee of the Legislature invited all 
who were interested for or against the bills to 
be recorded and later asked for a standing vote 
with the result that there were three times as 
many opposed as there were in favor of fur- 
ther compulsory vaccination. 

The opposition was opened by Dr. Padelford 
of Fall River who has established himself as the 
inspiring leader of the opposition to compulsory 
or any anti-smallpox vaccination. He favors a 
law which will prevent the use of vaecine virus 
which contains living germs of smallpox, or that 
is capable of causing smallpox. 

He presented the same arguments used in 
former addresses attacking the belief in the 
importance of vaccination claiming that any 
improvement in the smallpox situation is not 
due to artificial immunity. Nearly all of the 
opponents of vaccination use the statistics of 
smallpox in the Philippines before the adminis- 
tration of Leonard Wood who by the use of 
potent vaccine practically eliminated smallpox 
from these islands. This explanation was studi- 
ously avoided in the attack. There was a repe- 
tition of accounts of the alleged diseases, disabil- 
ities and deaths following vaccination and the 
incidence of smallpox among vaccinated persons. 

The most irritating attack was that made by 
Mr. Leland Powers, a lawyer, who asserted that 
he had made a eareful study of the effect of 
vaccination on the control of smallpox. He em- 
ployed the statistics of the disease in the Philip- 
pines, and either did not know of General 
Wood’s work or was willing to ignore it, and 
later turned his attack to the State Department 
of Publie Health and wanted to have it be- 
lieved that the claim of control of the Middle- 
boro epidemic by vaccination was supported by 
diagnosing all cases arising after general vac- 
cination had taken place as chickenpox. He fur- 
ther said that more eases of death were due to 
vaccination than to smallpox. 

It was a surprise to witness this evidence of 
inability to draw correct conclusions from ex- 
pert testimony and a disposition to insult the 
Department of Public Health during a public 
meeting. 

Unfortunately the attitude of men in his po- 
sition stimulates antagonism to the great value 
of publie health work and leads to mistaken in- 
terpretation of the statistical evidence and argu- 
ments presented by experts. The result of such 
arguments may, as it undoubtedly has done, 
lead to that indifference to disease prevention 
which may bring about terrible suffering and 
sometimes death. The medical profession has 
to bear far too often the mocking slur of those 
who array themselves with the obstructionists. 
Such men apparently cannot understand that 
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the greatest scientists in the field of medicine 
are the most merciful and devoted servants of 
mankind. 


After this outburst by Mr. Powers the hear- 
ing was brought to a close because the audience 
and the committee were dwindling having been 
in session more than three hours. 


The subsequent work of the committee and 
the action of the House and Senate will be 
watched with interest. The work to be done 
will consist of such enlightenment of the legisla- 
ture as may be indicated in certain instances. 
Representatives and Senators should be in- 
formed of the accepted conclusions of compe- 
tent students of the problems of smallpox that 
vaccination is the only effective weapon in pre- 
venting and controlling this disease and that it 
is a safe procedure when properly performed 
and treated. It should be emphasized that the 
production of artificial immunity to disease finds 
its most brilliant example in vaccination by cow- 
pox virus and must be universally emploved if 
the human race is to be freed from the menace 
of smallpox. 





THE ANNUAL MEETING OF THE MASSA- 
CHUSETTS MEDICAL SOCIETY TO BE 
HELD IN PLYMOUTH 


AN especially interesting report submitted at 
the Council Meeting, February 5, 1930, was that 
of the Committee of Arrangements for the an- 
nual meeting which will take place next June 
in Plymouth. 


Both the state and local society committees 
are actively at work and an enjoyable meeting 
is in store for those who will atténd. 

The committee reports ample accommodations 
for the section and business meetings and Plym- 
outh will do its utmost to assure visitors of a 
cordial greeting and the scientific program will 
be instructive. 

Several features will be unique, for after the 
Shattuck lecture the entertainment will con- 
sist of a ball and the annual banquet will take 
the form of a clambake. 


In the report of the committee the accommo- 
dations of the hotels were referred to and if 
the inference was drawn that visitors will be 
restricted to the hotels, later announcements will 
show that Plymouth entertains several thousand 
people in the summer and that there will be 
plenty of rooms and apartments available other 
than those of the hotels. If, however, hotel serv- 
ice is desired, early reservations should be er- 
ranged. 

Applications to the local committee for accom- 
modations will receive attention and Dr. Me- 
Carthy gives assurance that everybody who will 
ask the co-dperation of the committee can feel 
assured of satisfactory quarters. 





This meeting presents attractions which should 
bring a large attendance and plans should be 
made early for enjoying a visit to a section rich 
in historical landmarks and traditions. Plym- 
outh will dispense the choicest form of New Eng- 
land hospitality. 





THIS WEEK’S ISSUE 


ContTaINs articles by the following named au- 
thors : 


CraBrree, E. GRANVILLE. Ph.B., M.D. Har- 
vard 1912. F.A.C.S. Head of Urological Serv- 
ice, Beth Israel Hospital. Urologist, Newton 
Hospital and Boston Lying-in Hospital. Con- 
sultant to Henry Heywood Memorial Hospital, 
yardner, Mass.; Sturdy Memorial Hospital, At- 
tleboro, Mass. ; Milford Hospital, Milford, Mass. ; 
Norwood Hospital, Norwood, Mass. Instruetor 
in the Harvard Medical Graduate School. Ad- 
dress: 99 Commonwealth Avenue, Boston. As- 
sociated with him is: 

Pratuer, GeorceE C. M.D. Harvard 1924. 
Assistant Urologist, Beth Israel Hospital and 
Boston Lying-in Hospital. Consultant Urol- 
ogist, Newton Hospital. Address: 99 Common- 
wealth Avenue, Boston. They write on: ‘‘Clin- 
ical Aspects of Pyelonephritis in Pregnaney’’ 
page 357, and ‘‘Pyelitis in the Puerperium’’ 
page 366. 


NEWELL, FRANKLIN 8S. A.B., M.D. Harvard 
1896. F.A.C.8. Professor of Clinical Ob- 
stetries, Medical School of Harvard University. 
Board of Consultation, Massachusetts Genera] 
Hospital. Visiting Obstetrician, Boston Lyine- 
in Hospital. His subject is: ‘‘ Obstetrical Man- 
agement of Cases of Urinary Infections in Preg- 
naney.’’ Page 871. Address: 443 Beacon 
Street, Boston. 


HARDENBERGH, JOHN G. V.M.D. University 
of Pennsylvania 1916. Director of Laboratories. 
Walker-Gordon Laboratory Company, Plains- 
boro, New Jersey. His subject is: ‘‘The Identi- 
fication and Significance of Hemolytie Strepto- 
eocei in Milk.’? Page 373. Address: Plains- 
boro, New Jersey. 


Decuter, M. Arcnrpatp. M.D. Tufts Medi- 
cal School 1923. Chief of Eye, Ear, Nose and 
Throat Service, Noble Hospital, Westfield, Mass. 
Eve, Ear, Nose and Throat consultant to West- 
field State Sanatorium. THis subject is: ‘‘Indi- 
cations for Simple Mastoid Operation.’’ Page 
376. Address: Parks Block, Westfield, Mass. 


Doveias, Arcuipatp J. M.D. Albany Medi- 
cal School 1903. F.A.C.S. Attending Surgeon, 
Noble Hospital, Westfield. His subject is: ‘‘A 
Simple Maneuver for Removing a T Drainage 
Tube From the Common Bile Duct.’’ Page 380. 
Address: Westfield, Mass. 
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SECTION OF OBSTETRICS AND GYNECOLOGY 


Louis E. Phaneuf, M.D. Alonzo K. Paine, M.D. 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 


Will you please discuss the diagnosis of Extra- 
uterine Pregnancy? 


Ten centuries have elapsed since the first men- 
tion of extrauterine pregnancy in medical litera- 
ture appeared in a treatise on gynecology by 
Abuleasis, a distinguished Arab physician who 
flourished during the golden age of Moorish 
domination in Spain. Study of the meagre 
early writings on the subject seems to have com- 
pelled reviewers to conclude that the interest 
of the early observers was limited chiefly to the 
pathological anatomy of the condition. Diagno- 
sis, at any rate, received scant attention, which 
probably explains the fact that Parry in 1876 
was able to collect only 500 cases in the entire 
literature. With the passing of the vears that 
witnessed the development of aseptic abdominal 
surgery a new light was shed upon this subject 
and the importance of early diagnosis accorded 
its proper place. Modern gynecology is espe- 
cially indebted to Veit and Lawson Tait, pi- 
oneers in the surgical treatment of extrauterine 
pregnaney, for pointing the way through diag- 
nosis to the practical management of this tragic 
condition. 

In theory the diagnosis of a typical case of 
extrauterine pregnancy before or after rupture 
should present little difficulty, but in actual 
practice the diagnosis of unruptured cases even 
in the hands of experts is rare. Unfortunately. 
too, only a small number of cases are seen before 
actual rupture and to complicate matters, the 
ruptured cases simulate other conditions so that 
the overlapping of common signs and symptoms 
tends to create a confusion that hampers clear- 
cut diagnosis. 

Since the condition is one that too often 
brooks no delay the diagnostic measures applied 
must move steadily and unhesitatingly to a 
prompt decision. The facts of a carefully taken 
history must be weighed. The findings of a 
thoroughly and cautiously conducted physical 
examination must be judged. It is the orderly 
disposition of the data thus obtained and the 
assignment of reasonable values to facts, signs 
and symptoms that constitute differential diag- 
nosis. 

In extrauterine pregnancy the question of 
differential diagnosis seems to divide itself inte 
three problems: 

1. Differentiation from uterine pregnancy 

with or without threatened abortion. 

2. Differentiation from other hemorrhage of 
tubal or ovarian origin. 
3. Differentiation from other acute surgical 
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conditions of the lower abdomen, as appen- 
dicitis, salpingitis, retroversion of the 
uterus, cystic degeneration of the ovary, 
cysts of the ovary and other new growths. 


In the small space available only the more 
commonly encountered difficulties of differential 
diagnosis ean be considered in the discussion of 
these problems. 

T. The First Problem: 

The differentiation of extrauterine from in- 
trauterine pregnancy with threatened abortion 
presents considerable difficulty. The history is 
often significant, especially if previous pelvie in- 
flammation or a long period of complete or rela- 
tive sterility is reported, as extrauterine preg- 
nancy is more common when these conditions are 
present. <A history of unilateral pelvie pain or 
discomfort when associated’ with amenorrhea, 
menstrual irregularity or other abnormalities of 
flowing also suggests an ectopic pregnancy. 

The early signs and svmptoms of pregnancy, 
nausea and vomiting, changes in the breasts, 
venous engorgement of the vaginal mucosa and 
softening of the cervix may be present in both 
although they occur less constantly in extra- 
uterine pregnancy. When vaginal bleeding oe- 
curs the diagnosis will be influenced by the 
mode of onset, the character and .the degree 
of hemorrhage present and especially by the 
patient’s reaction to it. 

In uterine abortion the onset is quiet. Regu- 
lar pains resembling labor and inereasing in 
rate and severity are usually present. The 
bleeding is moderate to profuse in amount, is 
bright in color and is often accompanied by 
clots and occasionally by parts of the ovum. The 
reaction to the hemorrhage is usually in direct 
proportion to the loss of blood noted. 

In ruptured extrauterine pregnancy the on- 
set is stormy with irregular pains, colicky in 
character and usually limited to one side of 
the pelvis. The flow is dark without clots and 
scant in amount. It may contain decidual tis- 
sue. The reaction to the hemorrhage is severe 
out of proportion to the loss of blood. Surgieal 
shock is often present. Vaginal examination in 
uterine abortion discloses a definitely enlarged 
uterus with a patent cervix. The ovum or blood 
clot may protrude from the os. Vaginal exam- 
ination in ectopic pregnancy may show the 
uterus to be vaguely enlarged, the os practically 
closed and a tender, boggy mass on one side of 
the pelvis. A sudden displacement of the 
uterus by the examining finger often elicits 
sharp pain at the site of the rupture. 

The diagnosis of unruptured ectopie preg- 
naney and of threatened or impending tubal 
abortion with mild indefinite symptoms must 
be made largely on suspicion. The diagnosis 
of cornual or as it is sometimes ealled ‘‘an- 
gular’’ pregnancy is rarely made in the first 
trimester except at operation. As pregnancy 
progresses, however, the diagnosis becomes less 














Volume 202 
Number 8 


EDITORIAL DEPARTMENT 889 





difficult. Interstitial pregnancy cannot be read- 
ily differentiated from cornual pregnancy ex- 
cept in retrospect—the one terminating in la- 
bor, the other in rupture. 


If. The Second Problem: 


The differential diagnosis of extrauterine 
pregnancy from other hemorrhage of tubal or 
ovarian origin may present considerable diffi- 
culty especially in cases which give a history 
of long standing irregular and painful menstrua- 
tion. The absence of the classical signs and 
symptoms of early pregnancy, vaginal bleeding 
and the marked general reaction typical of 
blood-loss, may be held as inconsistent with ex- 
trauterine pregnancy even when definitely lo- 
ealized pain and tenderness and resistance in 
one vaginal vault is present. Tubal or ovarian 
apoplexy cannot be positively differentiated 
from an unruptured extrauterine pregnancy or 
one in which abortion is threatened. 


TII. The Third Problem: 


The differential diagnosis of extrauterine 
pregnaney from other acute surgical conditions 
of the lower abdomen presents a difficult and 
complicated problem, especially if the signs and 
symptoms are most marked on the right side. 
Obviously appendicitis and salpingitis, especial- 
ly when complicated by early uterine pregnancy 
offer the greatest hazard to correct diagnosis. 
These conditions and retroversion of the gravid 
uterus beeause of their frequency will be con- 
sidered separately. Lack of space and the rarity 


-of their intrusion into the domain of diagnosis 


of extrauterine pregnaney justify the exclusion 
from special consideration of such conditions as 
perforations of the stomach, duodenum and gall 
bladder, as well as nephrolithiasis and ureteral 
ealeulus. 

(1) Acute appendicitis may occasionally be 
mistaken for extrauterine pregnaney and if an 
early uterine pregnancy be present at the time 
of the attack the differential diagnosis becomes 
very difficult. The absence of the signs and 
symptoms of pregnancy or a history of previous 
attacks of ‘‘indigestion’’ favors a diagnosis of 
appendicitis. Pain, a symptom common to both 
is usually worse, especially at the onset, in extra- 
uterine pregnancy. Nausea and vomiting are as 
a rule more marked in appendicitis as is eleva- 
tion of temperature, which may be lacking in 
ectopic pregnaney. Tenderness and muscle 
spasm are present in greater degree and some- 
what higher up in the abdomen in appendicitis. 
The blood findings are often very significant. 
A high leucocyte count and an increase in poly- 
morphonuclears may be found in both. In ex- 
trauterine pregnancy, however, evidence of sec- 
ondary anemia is invariably present when the 
onset has been sudden and stormy. Where the 
blood-loss is slight or gradual the blood findings 
are not particularly helpful. 

No single diagnostic factor outweighs in value 
the findings of a carefully made bimanual exam- 
ination. The presence of a soft, boggy. mass in 





the pelvis, tender out of proportion to its size, 
strongly suggests ectopic pregnancy. 

(2) Acute salpingitis, especially a ruptured 
pyosalpinx may simulate ectopic pregnancy. A 
history of pelvie pain of long standing, of aber- 
tions or febrile puerperia, evidence of recent 
gonorrhea and the quiet gradual onset of the 
symptoms suggest a tubal infection. Except in 
eases of ruptured pyosalpinx, the picture of an 
acute abdominal crisis is generally lacking. 
When present it is that of peritonitis rather than 
of shock. The leucocytosis is invariably moder- 
ately high and sustained. Bimanual examina- 
tion usually discovers in the pelvis, a firm, ten- 
der, inelastic mass, often bilateral, the uterus 
showing little or no evidence of pregnancy. 

(3) Retroversion of the pregnant uterus oc- 
easionally suggests ectopic pregnancy, especial- 
ly in eases of the latter where rupture escaped 
notice and the ovum and extravasated blood have 
been walled off in the cul-de-sac of Douglas. 
The history of a typical rather than an abnor- 
mal pregnancy, the absence of severe pain, lit- 
tle or no hemorrhage, and a normal blood piec- 
ture tend to exclude ectopic pregnancy. On bi- 
manual examination the finding of a regular 
rounded mass of the consistency of a pregnant 
uterus, rather than a doughy, irregular mass, 
tender to pressure and the actual palpation of 
normal uterine appendages should definitely ex- 
clude extrauterine pregnancy. 

The diagnosis of extrauterine pregnaney 
where rupture has recently occurred should be 
easy. The dramatic history of stormy onset; 
the pallor, the depression and the degree of 
collapse of the patient; the tender abdomen and 
the indefinite boggy mass found on bimanual 
examination should compel a prompt diagno- 
sis. For doubtful cases, observation in a hos- 
pital and the use of all available laboratory 
facilities may be necessary. Such a course is 
the part of prudence. 

In general, the careful and systematic appli- 
cation of ordinary clinical diagnostic measures 
will be successful in the majority of cases. 

aintiaass militants 

MASSACHUSETTS LEGISLATIVE 

‘ NOTES 


REPORT AND RECOMMENDATIONS OF THE 
JOINT COMMITTEE ON STATE AND NATIONAL 
LEGISLATION OF THE MASSACHUSETTS MED- 
ICAL SOCIETY AND MASSACHUSETTS HOMEO- 
PATHIC MEDICAL SOCIETY 


There are many bills before the Massachusetts 
Legislature which are of interest either specifically 
or generally to the members of the medical pro- 
fession. Upon these bills, your committee wishes to 
make the following recommendations: 

Upon Senate Bill No. 184, entitled “‘An act to ex- 
tend the benefits of medical and hospital services 
under the Workmen’s Compensation Act for the 
lifetime of an injured employee in unusual cases”, 
our recommendation is that the medical profession 
go on record in favor, with an amendment which 
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will leave to the Industrial Accident Board in its 
discretion the determination of the period of time 
during which such medical and hospital services 
may be continued. The purpose of the bill is to 
overcome the decision of the Court over-ruling the 
Industrial Accident Board in Meuse’s Case (involv- 
ing a severance of the spinal cord), and this will be 
accomplished by the insertion of the phrase ‘and 
said period may exceed the maximum period fo1 
weekly compensation payments”. The Supreme 
Judicial Court held in Meuse’s Case that no medical 
or hospital services could be allowed after the com- 
pensation period had ended. 


House Bill No. 639 extends the application of an 
amendment enacted in 1929 to all cases before the 
Industrial Accident Board in which a medical ques- 
tion is in dispute and provides in substance that 
where no impartial physician has been appointed at 
least seven days before a hearing, the employee may 
engage his own physician to appear and testify for 
him and the physician’s fee shall be paid by the in- 
surer. ' 

Three important bills from an administrative point 
of view affecting the salaries of the chairman and 
members of the Industrial Accident Board, their 
Medical Adviser and Secretary, respectively House 
Bill No. 574, House No. 241 and Senate No. 198, are 
before the Legislature for consideration. The work 
of the Industrial Accident Board, involving the pay- 
ment now of ten million dollars annually in com- 
pensation, of which three million is paid to doctors 
and hospitals, and the importance of the work of the 
Medicial Adviser and Secretary, warrant substan- 
tial increases in their annual salaries. The work 
of the Board has been likened to that of an indus- 
trial court, with jurisdiction of like importance to 
that of the Superior Court, except that this work 
has never been given its proper salary recognition. 
it is to be hoped that the Legislature, recognizing 
the importance of the complete job done by the 
Board, its Medical Adviser and Secretary, will grant 
substantial recognition and that His Excellency, the 
Governor, will indicate his approval by signing the 
bill when it reaches his desk. 

A progressive bill has been presented upon the peti- 
tion of Commissioner Parks of the Industrial Acci- 
dent Board, House No. 885, providing for the payment 
of compensation to an injured employee whenever he 
is engaged in the performance of work in connection 
with the business of his employer which involves 
the use of an automobile or other vehicle owned or 
operated by such person. This bill is introduced 
to correct what appears to have been an unpopular 
decision of the Court in a recent case. 


House Bill No. 645 has for its object the ironing 
out of ambiguities and differences between two sec- 
tions of the law relating to payments in death and 
dependency cases and now makes it certain that the 
children of a deceased employee by the first marriage 
and later marriages will receive like compensation 
and just treatment. Because of conflicts between 
these two provisions, due to amendments to one with 
no corresponding amendments to the other, involved 
and important questions arose which needed to be 
adjusted and settled. This bill does that and should 





receive favorable consideration at the hands of the 
Legislature. 

House No. 787 is a bill which gives the Board 
power to award a lump sum to a minor either be- 
fore or after his majority, the only condition being 
that he shall have received the injury which perma- 
nently disables him during his minority. 

House No. 786 is a bill which may well be fa- 
vored by the members of the medical profession. It 
provides for sittings of the Industrial Accident Board 
as a reviewing body in Springfield at least six times 


each year to decide matters required to be heard 


by such Board and relating to industrial accidents 
occurring to employees living in Berkshire, Frank- 
lin, Hampden and Hampshire counties. While the 
Board will be somewhat inconvenienced, it is be- 
lieved that no objection will be offered to the provi- 
sions of the bill in view of the large territcry 
served. , 

Senate Bill No. 182 is intended to permit the re- 
opening of cases in which grave injustice might 
possibly be done and is safeguarded by requiring 
that a bill of equity be filed in the Superior Court 
before a Workmen’s Compensation Case, once 
closed, may be reopened. 

House Bills Nos. 140, 646 and 784 might be com- 
bined into one bill and a constructive piece of legis- 
lation be offered by striking out of Section 34 of the 
Act the words, “‘except that the weekly compensa- 
tion of the injured employee shall be equal to his 
average weekly wages in case such wages are less 
than nine dollars’. The law previously fixed seven 
dollars as an absolute minimum, but in 1927 the 
minimum was increased to nine dollars and the ex- 
ception above referred to was engrafted on the 1927 
amendment with the result that many adults, per- 
forming part time work week ends, or receiving 
serious injuries while doing work as call firemen 
have been obliged to take ridiculously small com- 
pensation which was never intended by the framers 
of the act. The striking out of the exception and 
the provision that all employees shall receive not 
less than a minimum of nine dollars is a step for- 
ward. 

There are many other bills, most of which have 
more or less merit but as they are not of interest to 
the medical profession no special reference is made 
to them at this time. 


House No. 351 relative to the creation of a depart- 
ment of public medicine and health has been given 
leave to withdraw. 


—_ 


MISCELLANY 


TUBERCULOSIS DEATHRATE DECLINES AS 
PREDICTED 


It is now a certainty that the tuberculosis death- 
rate for 1929 will be the lowest ever recorded in the 
United States. This is indicated by the cumulative 
mortality rate for all forms of tuberculous disease, 
up to the end of November, among approximately 19,- 
000,000 Industrial policyholders of the Metropolitan 
Life Insurance Company. This rate was only 85.9 
per 100,000—an astoundingly low figure, which marks 
a drop of 5.7 per cent., as compared with that for the 
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corresponding period of 1928. Nineteen twenty-eight, 
in turn, registered the minimum tuberculosis death- 
rate recorded up to the end of that year. The 
course of the deathrate among this large cross-sec- 
tion of the population has always been an accurate 
index of what is happening among the general pop- 
ulation; and there can be no doubt, therefore, that, 
when the mortality statistics for the latter become 
available, it will be found that tuberculosis mortality 
has declined appreciably throughout the United 
States. 

We shall be able to announce in the Statistical Bul- 
letin for January, 1930, the exact tuberculosis death- 
rate for 1929, and to give the exact per cent. decline 
from that recorded in 1928 and prior years. But an 
announcement that a new minimum has been reached 
for tuberculosis will be only a repetition of what we 
have reported year after year, with only two excep- 
tions, since we began, in 1911, to compute deathrates 
for individual causes of death among Metropolitan 
Industrial policyholders. The time has gone when a 
new low point in tuberculosis mortality occasions 
surprise. 

Only eighteen years ago, in 1911, the tuberculosis 
deathrate of Metropolitan Industrial policyholders 
was 224.6 per 100,000 lives exposed to risk. This dis- 
ease was, far and away, the leading cause of death, 
with a mortality rate 58 per cent. in excess of that 
for the second cause, heart disease, and 95 per cent. 
above that for the third cause, pneumonia. The 1929 
tuberculosis deathrate will be only a little more than 
one-third the figure for 1911. 

It is not enough to say that tuberculosis is des- 
tined to be displaced as one of the leading causes of 
death. It is, indeed, going to rank among the rel- 
atively minor causes of death; and the end of the 
next decade should see it well on its way to a death- 
rate of 40 per 100,000. | 

Many factors have operated to this end. The in- 
creasing prosperity of the country during the last 
three decades has undoubtedly played an important 
part in curtailing the deathrate of tuberculosis. For, 
such prosperity has been reflected in better and more 
food, clothing and housing for all the people. Shorter 
hours of employment have also been a factor. The 
work of the National Tuberculosis Associaiion and of 
its many local allies has likewise helped.—E«zcerpts 
from the Bulletin of the Metropolitan Life Insurance 
Co. 





NATURE’S METHOD OF PURIFYING 
POLLUTED WATER 


In the study of the pollution of streams the United 
States Public Health Service has directed consider- 
able attention to the operation of natural processes 
in the purification of polluted water, especially the 
agencies and methods utilized by Nature in this 
process. In this intensive study it has been found 
that pollution (sewage, nonpoisonous industrial 
wastes, and similar polluting matter) when put into 
water, is immediately attacked by bacteria which 
are so small that at least two millions of them could 
rest comfortably, side by side, on the head of a 





common pin. These minute organisms find the pol- 
lutional material a satisfactory food and increase 
rapidly in numbers. By this feeding process, oxygen 
dissolved in the water is used up and the pollution 
is transformed into harmless bacterial bodies and 
by-products which are not putrescible. 

At first it was believed that the bacteria, un- 
assisted, could completely purify polluted water. 
This was found not to be the case, however. The 
bacteria multiply in the polluted water until a cer- 
tain number of population is reached, the limiting 
number varying with the amount of pollution pres- 
ent. When the limiting population is reached, multi- 
plication stops and the process of purification also 
stops, although considerable amounts of pollution 
may still be present. If the bacterial population of 
the water is reduced at this time, the multiplication 
and purification processes continue. To arrange for 
a continuous reduction of bacterial numbers, Nature, 
in her marvelous economic system, has provided 
some very small animals, called Protozoa, whose 
principal food appears to be bacteria. These bacteria- 
eaters, which are very much larger than bacteria, 
but yet so small that fifty of average size could lie 
on the head of a common pin, feed continuously on 
the bacteria and thereby prevent the bacterial popu- 
lation from ever reaching a limiting number. 

In this manner Nature provides for the completion 
of the purification process, and the bacteria and the 
protozoa in the water decrease in numbers as the 
amount of food available for each decreases. 

The addition of any poisonous substance to the 
polluted water may slow up or, if a sufficient amount 
be added, completely stop Nature’s purification 
process, by killing off prematurely these industrious 
workmen. 

A series of interesting papers describing the 
methods employed and the results obtained in these 
studies are being published in the Public Health 
Reports under the general heading of, “Experimental 
Studies of Natural Purification in Polluted Waters.” 
—United States Public Health Service. 





LIGHT IN THE TREATMENT OF DISEASE 


Many newspapers, in commenting on the recent 
radio broadcast of the United States Public Health 
Service pertaining to the use of light in the treat- 
ment of disease, unfortunately misquoted the Service 
as condemning the use of lamps emitting ultra-violet 
rays. It is felt that this misstatement of facts is 
most unfortunate, for such lamps have unquestion- 
ably been shown to be of great value when used under 
certain conditions. 

It is known that light may have a beneficial effect 
in certain diseases. Some diseases respond to light 
treatment more readily than others. The response 
also depends upon the severity of the disease, the 
state of immunity, and personal idiosyncrasies. Light 
has been used with benefit in certain forms of 
anemia; in the treatment of diseases due to faulty 
assimilation; in the deficiency diseases due to lack of 
vitamins; in tuberculosis of bone, joints, and glands; 
for the cure of local conditions such as wounds and 
ulcers; and for the relief of deep-seated congestion, 
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neuritis and certain skin diseases. Light is of value 
in the cure and prevention of rickets; it promotes 
growth; and it is of value in restoring tone and func- 
tion during convalescence from severe infection. 

Since the amount of natural light from the sun, 
and especially its ultra-violet ray content, varies with 
the geographical location, the season of the year, and 
such local conditions as the amount of dust, smoke 
and moisture in the atmosphere, under some condi- 
tions, reliance may be placed on sources of artificial 
radiation. These sources are generally called lamps, 
or radiators. 

There are different types of lamps used for the pro- 
duction of artificial light for therapeutic purposes; 
first, those that emit heat, light, and ultra-violet rays 
in approximately the same proportion as sunlight; 
second, those in which ultra-violet rays predomi- 
nate; and third, those that emit light and heat, but 
little ultra-violet light. 

The lamps of the first type have white hot fila- 
ments, or electrodes, which radiate light and heat, 
and have also incandescent mercury vapor, or a Car- 
bon are, which radiates ultra-violet rays. In these 
lamps the incandescent mercury vapor, or the carbon 
are, is shielded from the person using it by a globe, 
or plate, of a special kind of glass which cuts off 
the very short ultra-violet rays which might be harm- 
ful. These lamps are so designed that the ultra- 
violet, light and heat radiations emitted by them are 
combined, as nearly as possible, in the same propor- 
tions as in natural sunlight. Since the radiation 
from them is very similar to sunlight, they may, to 
a certain extent, be used in place of, or as a substi- 
tute for, sunlight. Jf these lamps are to be used in 
the treatment of any disease or over long continued 
periods of exposure, one should have the advice of a 
competent physician. At all times caution must be 
observed in exposing one’s self to any lamp. When 
using these lamps it may be necessary to use goggles 
to protect the eyes. 

The second type of lamp, such as the unscreened 
mercury vapor, or the unscreened carbon are lamp, 
besides light, heat and antirachitic ultra-violet rays 
emits a large amount of ultra-violet rays of very 
short wave length. Such lamps should only be used 
upon the advice and under the direction of a physi- 
cian. The large amount of antirachitic ultra-violet 
light emitted by them makes them very useful when 
_ operated by the physician, but dangerous when used 
by the layman without the advice of a physician. 
For the same reason such lamps should never be used 
without goggles to protect the eyes. Excessive or 
improper use of ultra-violet rays may cause serious 
injury to the eyes, injury to the skin, serious symp- 
toms in persons with low blood pressure, and unfa- 
vorable effects in persons with early tuberculosis. 
Exposure to ultra-violet radiation may cause restless- 
ness and, in overdoses, anemia. Severe burns are 
also sometimes experienced. 

The third type of lamp is similar to the ordinary 
incandescent lamp used in electric lighting. It emits 
both light and heat. The very small amount of ultra- 
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violet light emitted by it is of long wave length and 
is negligible in quantity. The rays of light and heat 
from these lamps heat the skin and the superficial 
tissues. They have been found to be useful in the 
treatment of rheumatism and similar troubles. The 
only danger from them is that of a burn such as 
would be experienced by exposing the skin in front 
of a hot fire. 





It will be evident from this discussion of the dif- 
ferent types of lamps in use that a lamp that would 
be useful for one purpose would not be useful for 
another, and indeed might have a harmful effect. It 
is evident that a person without medical training 
should not select and use a lamp at random.—wU. §8. 
P. H. Service. 





WEEKLY HEALTH INDEX 

Telegraphic returns from 64 cities with a total 
population of thirty million for the week ending 
February 1, indicate a mortality rate of 14.3 ag 
against a rate of 16.7 for the corresponding week of 
last year. The highest rate (26.1) appears for Nash- 
ville, Tenn., and the lowest (8.6) for Des Moines, 
Iowa. The highest infant mortality rate (183) ap- 
pears for Fall River, Mass., and the lowest for Spo- 
kane, Wash., which reported no infant mortality. 

The annual rate for 64 cities is 13.6 for the five 
weeks of 1930, as against a rate of 18.7 for the cor- 
responding weeks of 1929. 





RUPTURE SUPPORT ADVERTISING 


Supports or trusses for the treatment of rupture 
are being extensively advertised at the present time. 

In many cases the advertising for these devices 
has been captioned by such phrases as: “Cured His 
Rupture’; “The Way to Heal Rupture”; “End Rup- 
ture Without Pain, Operation or Delay.” 

Some of the advertising has asserted that the 
use of these supports will enable the hernial opening 
to close “as nature intended” or “heal naturally” so 
that users may find a complete cure without opera- 
tion. 

Much of the language in this advertising has 
characterized other trusses as old-fashioned, cruel 
and barbarous and readers have been urged to “stop 
wasting your time” and “throw away your truss.” 

In some cases, the advertising has declared that 
the use of the advertised support will enable the 
ruptured individual to run. jump or indulge in other 
strenuous exercise “with perfect safety.” 

In crder to obtain basic information on hernia 
and the claims that are made in advertising for its 
treatment, the National Better Business Bureau has 
consulted with a number of authorities on the treat- 
ment of this deformity including consultants of the 
Medical Information Bureau of the New York Acad- 
emy of Medicine. We submit herewith a digest of 
the information obtained. 


WHAT CAUSES RUPTURE? 


Rupture is due to a weakness of the body’s walls 
which permits the extrusion of the lining of the 














ire 
ne. 
eS 
lis 
1p- 


the 
ing 


Ta- 


has 
uel 
top 


hat 
the 
her 


nia 

its 
has 
eat- 
the 
cad- 
t of 


alls 
the 





Volume 202 
Number 8 


EDITORIAL DEPARTMENT 


393 





abdomen and often some of the contents of the ab- 
domen as well. To cure this condition, one must re- 
move or supplant the cause. 

HOW MAY RUPTURE BE CURED? 

The authorities consulted agree that in an adult 
there is no cure for rupture except by surgical meth- 
ods. Sometimes where the weakness is not pro- 
nounced there may be exceptions to this general 
rule but such cases are stated to be extreme rari- 
ties. 

In an infant, rupture may be frequently cured by 
wearing a properly constructed and fitted truss or 
by certain types of bandages. 

One authority estimates that 95% of all types of 
rupture may be cured by operation. 


WHAT IS THE CORRECT PALLIATIVE TREATMENT OF 
RUPTURE? 

The wearing of a properly constructed and fitted 
truss or support is accepted by the authorities as 
the correct palliative treatment for rupture. How- 
ever, where the patient adopts the palliative treat- 
ment of a truss rather than the curative method 
of surgery, it is desirable that he be situated in 
close proximity to surgical help so that in case of 
accident, such as strangulation, he can get prompt 
medical aid. 


IS THE ORDINARY TRUSS, PROPERLY CONSTRUCTED AND 
FITTED, AN IMPROPER DEVICE FOR THE USE OF THE 
RUPTURED? 

As above stated the ordinary truss, properly con- 
structed and fitted is the correct device for the pal- 
liative treatment of rupture. The average individ- 
ual may get along with reasonable comfort by its 
use and in the opinion of medical authorities it is 
not old-fashioned, cruel or barbarous. 


WILL THE USE OF ANY SUPPORT ENABLE WEARERS TO RUN, 
JUMP OR OTHERWISE EXERCISE STRENUOUSLY WITH 
SAFETY? 

On this point, the authorities appear to be in some 
disagreement. Some state that in the case of hernia 
of moderate size, a perfect fitting truss will retain it 
with safety even under violent exercise. The ma- 
jority answer the query in the negative although 
it is pointed out that much will depend upon the 
extent of the rupture and the degree of skill with 
which the appliance is fitted. 

To hold forth that all ruptured individuals using 
home-fitted supports may safely engage in strenuous 
exercise is held to be unwarranted. 


ADOPTING A METHOD OF TREATMENT FOR RUPTURE 


While a truss may be successfully fitted by a man 
who is not a graduate in surgery or ‘medicine, the 
authorities consulted assert that it is not always 
easy to determine when hernia is present and that 
the layman might mistake for it some other condi- 
tion such as hydrocele, varicocele, tumor, ete. Again 
rupture may be reducible or irreducible; in the lat- 
ter case, the wearing of a support would be harm- 
ful. Our consultants would recommend that a pa- 
tient always seek the advice of a competent physi- 


cian as to whether an operation or a truss is the 
more advisable in his particular case. They point 
out that skilled diagnosis and prescription by one 
competent so to act is fundamental if the patient is 
to receive the advantages of medical science. 


SUMMARY 


The information secured by the Bureau on the sub- 
ject of rupture supports justifies publishers in regu- 
lating the advertising of such devices in accordance 
with the following conclusions: 

1. Surgery is the only method of curing 
rupture in an adult except in rare cases. 

2. The use of a properly constructed and fit- 
ted truss or support is the correct pallia- 
tive treatment for rupture. 

3. The ordinary truss, properly constructed 
and fitted, is not an old-fashioned, cruel, 
barbarous or improper appliance. 

4. There is no truss or support known to 
medical science which will enable rup- 
ture in an adult to heal “naturally” with 
rare exceptions. 

5. The use of no truss or support known to 
medical science will enable a ruptured 
person to engage safely in strenuous ex- 
ercise without regard to the extent of the 
rupture and the skill with which the sup- 
port is fitted. 

6. Scientific treatment of rupture requires 
the examination arid prescription of a 
competent physician or surgeon. 


National Better Business Bureau, Inc., 
Commercial Department. 





THE MASSACHUSETTS BOARD OF 
REGISTRATION IN MEDICINE 


RESULTS OF THE NOVEMBER, 1929 EXAMINATION 


Graduates of Registered Rejected 





Georgetown University y 
Middlesex 7 17 
Missouri College of Medicine and 

Science 1 4 
University of Athens 2 
Kansas City University of Physicians 

and Surgeons 1 6 
American School of Osteopathy u | 
St. Louis College of Physicians and 

Surgeons 1 
Massachusetts College of Osteopathy 5 7 
Philadelphia College of Osteopathy 5 
Des Moines Still College of 

Osteopathy 1 
Chicago College of Osteopathy 1 
Boston College of Physicians and 

Surgeons 1 2 
Tufts 16 
Jefferson 1 
McGill 2 
University of Toronto 3 
University of Michigan 2 
Queens University 2 
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Albany Medical School 
University of Pennsylvania 
Laval 

Cornell 

University of Vermont 
Boston University 

Harvard Medical School 
University of Virginia 
University of Lisbon 

Ohio Medical College 
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List OF PHYSICIANS REGISTERED BY THE MASSACHU- 
SETTS BOARD OF REGISTRATION IN MEDICINE, NOVEM- 
BER, 1929. 


Abizaid, Roger John, 3 Malden Street, Boston. 

Agranat, Victor, 23 Quincy Street, Roxbury. 

Alport, Benjamin, 51 Narragansett St., Springfield. 

Baer, Victor, Boston City Hospital, Boston. 

Balla, Ernesto Anthony, 63 Sixth Street, New 
Bedford. 

Biron, Robert Edward, Mercy Hospital, Springfield. 

Bolan, Samuel, Monmouth Memorial Hospital, Long 
Branch, New Jersey. 

Boyd, Melville Grant, House of Mercy Hospital, Pitts- 
field. 

Butler, Frederick Thomas, 236 West Canton Street, 
Boston. 

Byrne, Harry Vincent, 204 Saratoga Street, Law- 
rence. 

Catron, Murry Adalai, 31 Maple Street, Springfield. 

Chesanow, Albert, 718 Montgomery Street, New York 
City. 

Cochrane, Wilfred John, Box 144, Wrentham, Mass. 

Coffin, Betsy, Box 288, Westborough. 

Copeland, Stanley Earle, Worcester City Hospital, 
Worcester. 

Donahue, Hugh Carroll, Boston City Hospital, Boston. 

Dowling, Fred Vere, Box C., Waverley. 

Dube, Fred Napoleon Joseph, 27 Rutland Square, 
Boston. 

Kley, Richard Cannon, Children’s Hospital, Boston. 

Faber, Max, 330 Mt. Auburn Street, Cambridge. 

Fox, Abraham Henry, 41 Grove Street, Boston. 

George, Arnold Phillips, 397 Main Street, Haverhill. 

Goodale, Raymond Hamilton, 23 Otis St., Watertown. 

Gordon, Robert Knott, 66 Lake Avenue, Melrose. 

Green, ‘Harry, 571 Norfolk Street, Mattapan. 

Gundersen, Trygre, LaCrosse, Wisconsin. 

Hagberg, Waldo Oscar, 25 Ekman Street, Worcester. 

Hare, Edward Treen, Springfield Hospital, Spring- 


field. 
Harrington, Robert Emmet, St. Vincent Hospital, 
Worcester. 


Heifetz, Ralph, St. John’s Hospital, Lowell. 

Holmes, William Hugh, 59 Pleasant St., Brookline. 

Hunter, William Andrew, Gardner State Colony, East 
Gardner. 

King, Charles Valentine, Worcester City Hospital, 
Worcester. - 

Kranichuck, Michael John, 4800 Georgia Avenue, 
Washington, D. C. 

LAlime, George Louis, 766 Main Street, Worcester. 





Lappin, Abraham Henry, Boston City Hospital, 
Boston. 

LeDrew, Frederick, Boston State Hospital, Mattapan. 

Lenares, Joseph Edward, 354 Hollis St., Framingham. 

Lesuer, James Rudolph, 53 Westminster St., Boston. 

Lucas, William Abraham, 45 Bay State Road, Boston. 

Mahoney, Patrick James, Children’s Hospital, Boston. 

Makofsky, Anthony Bertram, 34 Greenfield Road, 
Montague. 

Mayne, James Elmo, 163 Hillside Avenue, Arlington 
Heights, Mass. 

McCabe, Charles Penny, Box 94, No. Berwick, Maine. 

McClusky, Donald Knight, 7 Hawthorne Street, Wor- 
cester. 

McGoogan, Leon Steiner, 151 Rock Street, Fall River. 

McKendree, Oswald John, Springfield Hospital, 
Springfield. 

Pollack, Herbert, 195 Pilgrim Road, Boston. 

Rabnowitz, Henry, Wesson’ Memorial Hospital, 
Springfield. 

Salemi, Charles, Greenwich Hospital, Greenwich, 
Conn. 

Salenius, Victor Armas, Cushing Street, Hingham. 

Schraffa, Louis Emilio, Essex Co. Hosp. for Con- 
tagious Dis., Belleville, New Jersey. 

Schwartz, Herman, 270 West Elm Street, Brockton. 

Shyavitz, Max Herman, 214 River Street, Haverhill. 

Sullivan, Edward Cornelious, 6 Stoneland Road, 


Worcester. 
Sutliff, Wheelan Dwight, Boston City Hospital, 
Boston. 


Swart, Samuel, 141 Allen Street, New Bedford. 

Szware, Anthony Francis, Springfield Hospital, 
Springfield. 

Tadgell, Henry Allen, 34 Northend Avenue, Salem, 
Mass. 


Volk, Ralph, 35 Pleasant Street, Milford. 


Woronoff, Morris, Monmouth Memorial Hospital, 
Long Branch, New Jersey. 


_— 
——— 


CORRESPONDENCE 


A DISCUSSION OF AN EDITORIAL AND THE 
LETTER OF DR. DAVID CHEEVER, CHAIRMAN 
OF THE COMMITTEE ON ETHICS AND DIS. 
CIPLINE 








Providence, R. I. 
February 11, 1930. 
To the Editor, 
NEW ENGLAND JOURNAL OF MEDICINE, 
Boston, Mass. 
Dear Sir:— 

Your issue of Jan. 16, 1930 contains an editorial 
“A Question of Ethics” which I have enjoyed read- 
ing very much. On page 142 (same issue) contains 
the report of Dr. David Cheever, Chairman of the 
Committee on Ethics and Discipline of the Massa- 
chusetts Medical Society, relative to Dr. W. R. P. 
Emerson and the National Better Health Bureau, 
Inc., of Providence, R. I. Inasmuch as the writer 
prosecuted this Bureau, I should like to elucidate 
somewhat on this report, that the members of the 
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Massachusetts Medical Society may have a clearer 
understanding. 


Dr. Cheever states, ‘A radio broadcast established 
in which the Health Director’s success in promoting 
the health of Dartmouth College athletic teams was 
noted”. On May 6, 1929 the following two state- 
ments were made over the radio, “In 1923 Dartmouth 
College athletic team was 40% below par, Dr. Emer- 
son was sent for and after 6 weeks of medical sur- 
vey, they were brought up to par and that year 
Dartmouth College team was not defeated” (sic). 
Again, “Two children who were broken in health were 
taken to several doctors for treatment, after spend- 
ing some time and money they did not improve, the 
mother was finally advised to take them South for 
the winter, this was done, they returned no more 
improved than when they left, that mother finally 
brought them to the Bureau, after four weeks’ health 
survey by Dr. Emerson, they were fully restored 
to health. That mother is so well pleased that she 
would be glad to talk to any mother who has a 
sick child. We shall be glad to furnish you with her 
name and address if you care to call at the Bureau”. 
(The mother of those children has since died.) I 
immediately called a female detective from the 
State Board of Health of R. I, sent her to the Bu- 
reau, instructed her what to say, and she returned 
with the information that they were the children 
of Mrs. Arthur E. Tarbell. 

Let us see who Arthur E. Tarbell is. He gave the 
talks over the radio each Monday night 6:15 to 6:30, 
was pastor of the Baptist Church at Lisbon Falls, 
Me., 1918 (resigned), has worked in Hartford, Conn., 
came to Rhode Island and was Asst. Supt. of the 
Anti-Saloon League (compelled to resign), studied 
law and worked at insurance for a time. The Bu- 
reau was incorporated by two brothers (Ins-men), 
and a lawyer. Tarbell was made Gen’l Mgr. I in- 
terviewed this man at length, asked him many ques- 
tions which he refused to answer and which I an- 
swered for him without denial on his part. I dis- 
covered that this man was “the Brains” of the 
Bureau. 

Let us see how this Bureau came into existence. 


Dr. Emerson came to Providence, gave a dinner 
here to several Fellows of the Rhode Island Medi- 
cal Society, pulled the “wool over their eyes” with 
his glowing account of what he was going to do. 
He was invited to come before the House of Dele- 
gates of our State Society to expiain, they decided 
it was commercial. I regret my absence at that 
meeting. A few months later many Fellows began 
to call me by ’phone and gave me the names and 
addresses of patients that had been to the Bureau, 
the diagnosis made, fees paid, and treatment ad- 
vised, belts fitted. After six weeks of intensive in- 
vestigation and the securing of several affidavits, I 
demanded of the Secy. of the State Board of Health 
of Rhode Island and the Atty. Gen’l’s office that war- 
rants be issued for all connected with the Bureau 
who were not licensed to practice in this State. 


Here was a “Get-rich-quick-Bureau”. As Tarbell 





stated to me, “If successful here he will have offices 
in every large City in the Country”. 

No one questions the standing and reputation of 
Dr. Emerson or his fellow colleagues of your Society 
who were associated with him. Their high stand- 
ing makes it all the more deplorable. 

The Bureau did not capitalize Dr. Emerson’s high 
reputation (as Dr. Cheever would make one believe) 
on the contrary, the glowing statements in the daily 
press were over the signature of William R. P. 
Emerson, M.D. 

Unfortunately Dr. Emerson was invited to address 
the Providence Medical Society on “The Diagnosis 
of Health” illustrated by slides. I promptly made 
my report, and made a motion that Dr. Emerson’s 
paper be indefinitely postponed. It was unanimous. 
What “Fodder” that address would have been for 
Tarbell to use over the radio? Dr. Cheever asks, 
‘What shall be our attitude about Dr. Emerson and 
the Bureau’? 

If the Committee on Ethics and Discipline had 
printed some of the literature that I have sent them 
through your State Secy. the answer to that ques- 
tion would be simple. 

CREIGHTON W. SKELTON, 
Chairman, Committee on 
Publicity, Providence 
Medical Association. 





INTERNATIONAL NARCOTIC EDUCATION 
ASSOCIATION 
WorLpD CONFERENCE ON NARCOTIC EDUCATION, 
578 MADISON AVENUE, NEW YORK CITY 
(361 Bergen Avenue, Jersey City, N. J.) 
February 3, 1930. 
To Editor New ENGLAND JOURNAL OF MEDICINE, 
Dear Sir: 
NARCOTIC EDUCATION WEEK, FEB. 21-28, 1930 
This is held yearly in America, when the Associa- 
tion co-dperates with civic, humanitarian and educa- 
tional organizations and persons to bring the great 
cause before the voters and citizens. Will editors, 
preachers, teachers, Service Clubs, parents’ societies, 
police schools, movies, kindly take notice and be 
especially active? Governors and Mayors might well 
issue proclamations. 
UNIFORM STATE ANTI-NARCOTIC LAW 


Our Association has prepared such, in conjunction 
with the American Bar Association and I will be glad 
if readers will write to legislators and urge its 
adoption. A number of the States (California, Ne- 
braska, Michigan, etc.) have already substantially 
enacted it. This is my main request this year. Ac- 
tion through law and publicity; and _ efficiency 
through sobriety. The law-breakers and the enemies 
of Man now challenge America. Who will ‘‘back” 
America? 

DRUGS THE BASE OF CRIME; MONEY LOSS 

Probably if the illicit narcotic trade was mastered 
by law and society, crime would drop 75%, and eco- 
nomically the nation would escape 5 billions of money 
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waste and inefficiency each year. This is something 
for groaning taxpayers and men without work to 
consider. Why hesitate and ignore? An army of 
victory does not march to the slow foot of the strag- 
gler and the debilitated. It marches to the trumpets 
of the strong and athletic; the efficient and the brave. 
Society is going to lay hands on the addict and make 
him take the cure and step into the ranks of the 
decent. 
INTERNATIONAL RELATIONS AND GOVERNMENTAL CONTROL 

These problems are well taken care of by ‘Uncle 
Sam.” Let us back him up at home. Let us obviate 
foreign criticism which has said in the past: ‘Why 
talk of a dirty street, when your own home is 
dirty inside.” Let us clean house and keep it clean 
by eternal vigilance, signified by the foregoing para- 
graphs. Then let us insist that the nations shall 
cut down narcotics to medical necessities. The na- 
tions of the world now use each year 29 tons of drugs 
for needless addiction compared with one ton needed 
for medical relief. 

CONGRESSIONAL ACTION 

Write to your Congressman for House-Senate Joint 
Resolution 55 of 69th Congress, and also urge your 
Congressman to press for continued federal action. 


FEDERAL, STATE AND CITY REHABILITATION FARMS AND 
HOSPITALS 


Progress is being made. It all depends on getting 
the States to pass promptly a uniform anti-Narcotic 
law. Why do so many still hesitate when we all 
see the crime wave rising? 

GREAT AND GOOD NAMES 

These always inspire and lead the way, as do ban- 
ners. If the following good and busy citizens can 
serve in our Associations, so can you serve, my 
reader, in the work I have outlined. Commander 
Richmond P. Hobson, hero of Spanish-American war; 
Cardinal Dougherty, Senator Smoot, Bishop Berry, 
Mabel Boardman, President of the American Red 
Cross, General Ballington Booth, R. Fulton Cutting 
of New York; Hon. J. J. Davis, United States Sec- 
retary of Labor; Hon. W. G. McAdoo, Dr. Howard 
Kelly of Johns Hopkins, Hon. Gifford Pinchot, Presi- 
dent Shoup of Southern Pacific Railway; Bishop 
O’Connell, Bishop Shipman, Dr. Shirley Wynne, 
Health Officer of New York. 

Faithfully yours, 
JOHN STUART THOMSON, 
Of Committee, Nat'l and Internat’l 
Narcotic Education Associations 
and Conferences. 





NEW ENGLAND HEALTH INSTITUTE 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston - 
February 10, 1930. 
Editor, 
NEw ENGLAND JOURNAL OF MEDICINE. 
‘As you know, we are holding the New England 





Health Institute in Boston April 14 to 18. Because 
of the interest shown by the profession last spring 
in the clinics in connection with the Graduate Course 
in Cancer, we are offering some twenty-four clinics 
for doctors only, on three of the mornings. The 
program of these clinics is attached. 

In addition at other times there will be addresses 
by such medically interesting speakers as Secretary 
of the Interior Wilbur, Dr. Stokes of Philadelphia, 
Dr. Bloodgood of Baltimore, Dr. James Alexander 
Miller of New York, Dr. Gladys Dick of Chicago. 
Surgeon General Cumming of the U. S. Public 
Health Service, and many others. It is hoped that 
there will be a large attendance of practicing phy- 
sicians from New England who through meeting 
with public health workers will see that the inter- 
ests of both groups and the public are essentially 
one. : 

The entire program will be available in the near 
future but in order to assure reservations at the 
clinics, selected we suggest that doctors let us know 
their choice early. There will be a registration fee 
of $1.00 which should be sent with the choice of 
clinic. Checks should be made payable to the New 
England Health Institute. 

Yours truly, 
1EORGE H. BIGELow, M:D., 
Commissioner of Public Health. 


CLINICS 


All Clinics are held from 10:00 to 12:00 


TUESDAY, APRIL 15 
Beth Israel Hospital 
Heart Clinic 
Dr. Herrman L. Blumgart and Staff 


Boston City Hospital 
Communicable Diseases 
Dr. Edwin H. Place and Staff 
Boston City Hospital 
Prevention of Heart Disease 
Dr. William H. Robey and Staff 


Boston Dispensary 
Syphilis and Gonorrhea in the Female 
Dr. Thurman Givan 
Dr. A. K. Paine and Staff 
Children’s Hospital 
Tuberculosis in Children 
Dr. Henry D. Chadwick 
Dr. Gerald M. Hoeffel and Staff 
Massachusetts General Hospital 
Tumor Clinic 
Dr. Robert B. Greenough and Staff 
Massachusetts General Hospital 
Meningitis 
Dr. Josephine R. Neal 
Dr. James B. Ayer and Staff 
*Massachusetts Memorial Hospitals 
Prenatal Clinic 
Dr. E. P. Ruggles and Staff 


*Formerly Massachusetts Homeopathic Hospital 
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WEDNESDAY. Apri. 16 
Boston Dispensary 
Cancer 
Dr. Joseph C. Bloodgood 
Dr. Hilbert F. Day 
Dr. Harry F. Friedman and Associates 
Boston Dispensary 
Syphilis 
Dr. Harry Solomon 
Dr. William A. Hinton 
Dr. Austin W. Cheever and Staff 
Boston Lying-In Hospital 
Prenatal Clinic 
Dr. Franklin S. Newell 
Dr. Burton E. Hamilton 
Dr. Ernest G. Crabtree 


Children’s Hospital 
Clinic on Feeding 
Dr. Kenneth D. Blacktan and Staff 
Haynes Memorial Hospital 
Scarlet 
and Erysipelas Clinic 
Dr. Conrad Wesselhoeft 
Dr. E. C. Smith 


House of the Good Samaritan 
Rheumatic Infections in Children 
Dr. Thomas Ducket Jones and Staff 
Massachusetts General Hospital 
Pulmonary Tuberculosis and 
ditions 
Dr. James Alexander Miller 
Dr. Randall Clifford and Staff 
New England Deaconess Hospital 
Diabetic Clinic 
Dr. Elliott P. Joslin 
Dr. L. S. McKittrick 
Dr. H. F. Root 
Dr. Priscilla White 
Peter Bent Brigham Hospital 
Heart Clinic 
Dr. Samuel A. Levine and Staff 


Other Lung 


_ 


THURSDAY. APRIL 17 
sjoston City Hospital 
Dietetic Anemia and Allied 
Dr. George R. Minot 
Dr. William B. Castle 
Prevention of Hypertension 
Dr. Soma Weiss 


Conditions 


Boston Psychopathic Hospital 
Psychiatric Clinic 
Dr. Charles Macfie Campbell and Staff 
Children’s Hospital 
A Well Child Conference 
Dr. Richard M. Smith 
Dr. Harold Stuart 
Free Hospital for Women 
Cancer oi the Breast and Uterus 
Dr. William P. Graves and Staff 
Huntington Memorial Hospital 
Cancer Clinic 
Dr. Channing C. Simmons and Staff 


Fever, Diphtheria, Pertussis, Meningitis, 


Con- 





Massachusetts General Hospital 
yonorrhea in the Male 
Dr. P. S. Pelouze 
Dr. J. D. Barney and Staff 
Massachusetts General Hospital 
Heart Disease with Especial Reference to its 
Prevention 
Dr. Paul D. White and Staff 
Robert Breck Brigham Hospital 
Arthritis 
Dr. Loring T. Swaim and Staff 
South End Health Unit 
Tuberculosis 
Dr. Cleaveland Floyd and Staff Division of 
Tuberculosis, Boston Health Depart- 
ment 
Fripay, Aprit 18 
Massachusetts General Hospital 
Surgical Complications of Gonorrhea 
Dr. Hugh Cabot 
Dr. J. D. Barney and Staff 





OF AN ADVISORY 
ADULT HYGIENE 


APPOINTMENT 
ON 


THE 
COMMITTEE 


Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
February 10, 


The 


1930. 


Editor, New ENGLAND JOURNAL OF MEDICINE, 

May I announce the appointment of an Advisory 
Committee on Adult Hygiene to the Department as 
follows: 

Dr. Robert B. Greenough, Chairman 

Dr. Neil Dayton 

Dr. Elliott P. Joslin 

Dr. George R. Minot 

Mr. Horace Morison 

Dr. Robert B. Osgood 

Dr. Joseph H. Pratt 

Dr. Francis M. Rackemann 

Dr. William H. Robey. 

Last summer a Division of Adult Hygiene 
created to handle the cancer program and 
phases of the chronic disease problem as they devel- 
op as well as to continue the profoundly interesting 
and important studies in this field already instituted 
by the Department. As in our cancer program, We 
will develop the adult hygiene work under the 
guidance of this notably thoughtful group. 

Grorck H. BirgeLtow, M.D., 
Commissioner of Public Health. 


Was 
other 


EMERSON’S SPRAINED FOOT 


Mr. Editor: 

The following amusing note is from Emerson's 
Journal, 1859, August ? when he was 56 years old. 

“One wrong step. On Wachusett, sprained my 
foot, it was slow to heal, and I went to the doctors.” 
“Dr. Henry Bigelow said, ‘Splint and absolute rest’. 
Dr. Russell said, ‘Rest, yes, but splint, no’. Dr. 
Bartlett said, ‘Neither a splint nor rest, but go and 
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Russell said, ‘Pour water on the foot, 
but it must be warm’. Dr. Jackson said, ‘Stand in a 
trout brook all day’.” Evidently the faculty was 
as much at variance in Emerson’s time as it some- 
times is now. 


walk’. Dr. 





Very truly yours, 
Wo. PEARCE COUEs, M.D. 
February 13, 1930. 
A LETTER TO THE COMMITTEE ON PUBLIC 
HEALTH WITH RESPECT TO VACCINATION 


February 13, 1930. 


Editor, 
The NEw ENGLAND JOURNAL OF MEDICINE, 
Boston, Mass. 


Dear Sir: 

I am enclosing a copy of a letter which I have 
written to the chairman of the legislative commit- 
tee on public health. I am aware that its contents 
may not meet with your approval but perhaps you 
will be willing to have all angles of a subject ap- 
pear in your publication. 

Sincerely, 
J. WALTER SCHIRMER, M.D. 





February 12, 1930. 
Mr. Warren C. Daggett, Chairman 
Committee on Public Health 
State House 


s3oston, Massachusetts. 


Dear Sir: 

As I was obliged to leave the Gardner Auditorium 
on Monday, during the hearing on the proposed vac- 
cination bill, before said hearing was concluded, I 
did not get an opportunity of expressing my opposi- 
tion to the bill requiring the compulsory vaccina- 
tion of children under one year of age. 

I am a physician and a member of the Massachu- 
setts Medical Society since 1910. 

So convinced am I of the efficacy of vaccination 
against smallpox, that I do not fear any dire results 
from that small group of people who for various 
reasons would remain unvaccinated. The real dan- 
ger rests with them and not with the vaccinated. 

What I do fear, however, more than an epidemic 
of smallpox, is the gradual encroachment of our 
government upon the rights and liberties of its citi- 
zens. We hear rumors and are shocked at the so- 
called proposed nationalization of children in 
Russia, but do we stop to realize that this proposed 
law leans further towards the nationalization of chil- 
dren in Massachusetts, than any law yet put on our 
statute books? The tenets of scientific medicine 
- are, on the whole, so sound that education and logi- 
cal persuasion would seem more effective and fitting 
for the profession, as a whole, than resorting to the 
law and its penalties. 

Children under one year of age do not mingle 
much with the population in general, and are, there- 
fore, not potent carriers of prevailing infections. 
Most of them, however, are engaged in a life strug- 
gle with artificial feeding and the other embarrass- 





ments of our so-called civilization. Any proposals 
to hinder this vital struggle in any possibility would 
seem like the speed oscillations of a one-track mind. 


It is a well-established fact that infinitely more 
ceaths in Massachusetts are caused from heart dis- 
eases and deficiencies than from smallpox. And it 
is also well known that the use of tobacco does not 
act favorably on, nor is of value to the heart and 
its subsequent utility. If some one would propose a 
law prohibiting the use of tobacco, what a howl] of 
protest would arise from the greater portion of the 
medical profession because of the infringement up- 
on their sacred rights and liberties regardless of 
the fact that all would be compelled to admit that 
such a law would be in the interests of public 
health. The medical profession seems to be losing 
its hold upon the confidence of the people, and 
many unscientific cults are ereeping in. Perhaps 
there is good reason for this and the fault lies in 
no small part with the profession itself. In conclu- 
sion, let us bear in mind that “They Rule Best 
Who Rule Least”. 

Yours very truly, 
J. WALTER SCHIRMER, M.D. 

296 Newbury Street, Boston, Mass. 

Needham, Mass. 

Editorial Note— 

We accede to the wish of the author of the letter 
above. He is right, the letter does not meet with 
our approval. We congratulate him, however, on 
the profession of faith in vaccination and ask him 
to supplement that belief by a logical analysis of 
the facts. 

We present a few questions and answers for con 
sideration. 

Does the author believe that the unvaccinated 
people in this state constitute a small group? Of 
the considerable number of smallpox cases in Mid- 
dleboro, only two had ever been vaccinated and 
these many years ago. Unvaccinated people are 
coming here very often. 

How far does the real danger rest with the un- 
vaccinated? The danger extends to all unvaccinated 
people who may be exposed to smallpox by one ill 
of the disease. 

Has any person the right to that degree of lib- 
erty which involves danger to another? We con- 
tend that liberty must be curtailed where the rights 
of others are jeopardized, especially when the dan- 
ger may mean suffering or sometimes death. 

Have not children the right to protection in mat- 
ters concerning which they have no knowledge and 
hence no discretion? We contend that when natur- 
al parents are indifferent or unable to protect chil- 
dren the larger fatherhood of the state must be ex: 
ercised. Smallpox is especially a children’s dis- 
ease. In the presence of mad dogs, fires, floods or 


any other impending disaster, can we wait for 
“sound education and logical persuasion’? Should 
not children be protected in early life? Yes, the 


earlier the better. 
In all good faith will the doctor tell us how the 
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“struggle with artificial feeding and-the other em- 
barrassments of” “civilization” make it rea- 
sonable to add another potential danger to life? 
We believe that civilization is adding to the health 
of the human race and gradually eliminating the 
dangers due to ignorance of the causes of disease. 

We believe that if vaccination should be given up 
deaths from smallpox would be a major item in the 
mortality statistics and many children would grow 
up scarred and some deaf or blind. 

We will agree with the author that when it can 
be shown that the victim of the tobacco heart be- 
comes a menace to his neighbors, then the people 
would have a right to eliminate the causes of heart 
disease. The effect of tobacco is confined to the 
individual user. 

We disagree with our correspondent in another 
of his contentions, viz., that the medical profession 
is losing its hold on the people. He knows perfect- 
ly well that the majority of the intelligent citizenry 
of the state apply to physicians when ill. Let him 
spend one day in Boston and visit all the hospitals 
and clinics and ascertain the approximate number 
of visits made by practicing physicians. Let him 
make a survey of his own community and balance 
the work by the doctors with that of the irregulars 
and he will have less fear of the decadence of medical 
influence. 

We acknowledge the serious influence of the un- 
skilled cultist, but the concern should be more for 
those who do not properly evaluate medicine. The 
cults come and go. Medicine is an army which is 
steadily adding to its conquests. 

Medicine is attempting to prevent as well as cure 
disease. Give it every weapon in its campaign and 
its victories will clear away suspicion and unbelief. 


_—— 
<a 


RECENT DEATHS 


OLDS—Dr. FRANK WILLIAM OLDs, died at his home 
in Williamstown, February 11, 1930, at the age of 77. 

A native of Circleville, O., he was a graduate of 
Williams College in 1876 and of the College of Phy- 
sicians and Surgeons, Columbia, in 1880. He prac- 
ticed in New York City until 1892 when he settled in 
Williamstown and became president of the athletic 
council at Williams, a position he held for 30 years. 

He was a Fellow of the American Medical Asso- 
ciation and of the Massachusetts Medical Society. 











HARRIMAN—Dr. CHARLES HENRY HARRIMAN, a 
Fellow of the Massachusetts Medical Society, died 
at his home in Whitinsville, February 12, 1930, at the 
age of 77. 

He was born in Goffstown, N. H., Nov. 16, 1852, was 
a graduate of Dartmouth Medical School in 1877 and 
settled in Whitinsville in 1882 having practised pre- 
viously in Hopkinton and in Manchester, N. H. 

For 30 years he was a member of the school com- 
mittee and he served as a member of the Legislature 
in 1892 and 1896, being the first Democrat elected 
from his district. 





. FORSTER—Dr. JoHN FERGUSON COOKE FORSTER, 
died at Holyoke after a ten days’ illness, February 
13, 1930, aged 50. He was a native of Dorchester, 
New Brunswick,. and was a graduate of McGill Uni- 
versity Faculty of Medicine in 1902. He settled in 
North Adams, Mass., moving to Holyoke in 1912. 
During the World War he served for 18 months with 
the Canadian Expeditionary forces. 

He was a member of the American College of Sur- 
geons, the American Medical Association, and the 
Massachusetts Medical Society. 

Dr. Forster is survived by his widow, a brother and 
a sister. ; ' 





MESERVE—Dr. Epwin ALONZO MESERVE, a. spe- 
cialist in ear, nose and throat work, died at his home 
in Newton Center, February 13, 1930, aged 45. The 
son of Alonzo and Abbie May Meserve, he was born 
in Charlestown May 10, 1884. His education was at 
Boston Latin School and Harvard Medical School, 
where he took an M.D. in 1913. He was a member 
of the Hiram Bingham Expedition to Peru for the 
National Geographic Society and on the opening of 
the World War became a member of. the Medical 
Corps, serving in this country and abroad. .At the 
close of the war he studied otology, laryngology and 
rhinology at Boston hospitals and opened an office in 
Boston. He was a member of the New England -Oto- 
logical and Laryngological Society, a Fellow of the 
American Medical Association and of the Massachu- 
setts Medical Society and was a Mason. He is sur- 
vived by his widow, who was Miss Daphne Copp of 
New Brunswick, and by two young children. 


_— 
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OBITUARIES 


DR. EVERETT A. BATES 








The passing of Dr. Everett A. Bates, who for al- 
most forty years was an outstanding medical person- 
ality in western Massachusetts, deserves more than 
a casual obituary. 

Dr. Bates came to Springfield with the dawn of a 
newer era in the practice of medicine, and he came 
prepared, both by quality and by training, to be a 
leader. Born in Danielson, Connecticut, in 1860, he 
lived the diversified youth of a small town school- 
boy. Early he manifested what proved to be a life- 
long trait, doubting the most fixed and accepted, 
even to the extent of questioning the value of edu- 
cation; so he spent some of his younger years in in- 
dustry, getting quite cured of his doubts; and as 
usual with such spirits, when once convinced, he 
pursued the cult of scholarship with unremitting 
ardor. He attended Williston Academy, in East- 
hampton preparing for Yale, and was graduated 
from the New Haven institution in 1886; then en- 
tering Harvard Medical School, from which he re- 
ceived his medical degree in 1889. This. was. fol- 
lowed by thorough hospital training as interne in 
the Massachusetts General Hospital, and the. Bos- 
ton Lying-in. Hospital. In other words he came to 
Springfield fresh from the contact and fortified by 
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the teaching of Fitz, Richardson, Bigelow, Cheever, 
Ellis. Porter, the Shattucks, and many of equal 
merit, if note. While always mindful, and 
always appreciative, of his Harvard tutors and his 
Boston friendships. undergraduate loyalty to 
Yale weakened wavered. 

During nearly of all his professional life he was 
visiting physician to the Springfield Hospital, giv- 
ing to that institution service of singular devotion— 
recognized alike by the management, his associates, 
and the succession of nurses and patients. For 
many years he was Medical Examiner of this dis- 
trict, having with that office, as with his patients, 
an apparent fixity of relation which only political 
considerations would sever. Even in his younger 
days of practice his exceptional attainments were 
recognized by his fellows, and being prodigal of his 
knowledge he soon had practitioners of long experi- 
ence dropping in to talk over their cases. These 
relationships branched out in time, till he became 
the accepted consultant not only of his home city, 
but of wide areas in western Massachusetts. 

He worked hard. By nature, by conviction and 
by cultivation he was industrious; though confident 
he was always careful; though competent he 
modest. By nature, too, he was conservative, and 
in practice, conserving. A New Englander by birth, 
he believed in the Puritan traditions—softened some- 
what, no doubt, but still intact. He was steady, 
shrewd, even calculating, with the intuitions that told 
him when to expand and when to be cautious, and 
the educated inhibitions that enabled him to be either 
on Temperamentally, he was 
jovial, and in the circle of his friends, in the 
intimacy of his clubs, particularly those of his pro- 
fessional fellows. he could be the proverbial “life 
of the party’. He deserved all the success, and all 
the distinction that came to him; he good 
deal out of life. but he gave full meed in return. He 
accumulated a_ vast of experience, and it 
taught him, and enlarged him. The pity of it is 
that so much of this acquired skill must depart with 
him. 

Dr. Bates played the game of life with patience, 
tact and urbanity, and his example may be a guide, 


lesser 


his 


never nor 
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oceasion. however, 


or 


got a 


store 


and his success a stimulus to the vounger men who 
tollow. 
EVERETT EDSON, 


CARROLL M.D. 


Dr. Carroll KE. Edson died in Denver, Colorado, 
January 18th, from apoplexy following an attack of 
pneumonia trom which he was apparently making 
a satisfactory recovery. Through birth and family 
tradition he was closely associated with Boston, 
although the greater part of his active professional 
life was spent in the West. 

He was born in Roxbury, October 14, 1866, a son 
of the late Dr. P. O’Meara Edson. a distinguished 


practitioner of the old school, from whom he de- 
rived the highest medical ideals. 
at the Roxbury Latin School, he 
College in the fall of ’84 and was 
the ‘highest in his class, with the 


After graduating 
entered Harvard 
graduated among 
degree of summa 





cum laude. He entered the Harvard Medical School 
and as was the custom at that time received the 
double degree of A.M. and M.D. on the completion 
of the four years’ course, in which again he stood 
near the head of his class. After the completion of 
a house-officer service at the Boston City Hospital 
he became a physician to out-patients and began the 
practice of his profession in Roxbury. For a time 
he was an assistant Editor of the Boston MEDICAL 
AND SerGICAL JOURNAL, associated with Dr. George 
B. Shattuck. This experience, brief as it was, af- 
forded him the keenest’ satisfaction; he was 
peculiarly fitted for such work. His future appeared 
determined and he looked forward with justifiable 
confidence to a career which his ability and train- 
ing seemed definitely to assure. Unfortunately at 
this critical period his health failed, tuberculosis 
developed, and much against his will, he was forced 
to face the obvious fact that he could not hope to 
live in the harsh climate of New England. With fine 
courage he faced the situation, gave up his cherished 
ambition of practice in Boston, and in 1894 set out for 
Denver, which remained his home, in fact if not in 
spirit, until his death. 

There were vicissitudes but on the whole, he 
steadily improved in health and was able to carry 
on his practice without notable intermissions, de- 
voting himself to general medicine but especially to 
diseases of the chest. He quickly attained a_ posi- 
tion of prominence and influence among his col- 
leagues and an enviable reputation among the laity. 
In addition his practice, he held the chair of 
Protessor of Therapeutics in the Denver University 
School of Medicine from 1897 to 1907. Resigning 
this position, he accepted the post of Professor of 
the Theory and Practice of Medicine in the Uni- 
versity of Colorado which he held for four years. 
The summer of 1913 he spent in London, studying 
diseases of the heart with James Mackenzie, which 
was the most ambitious journey he was destined to 
take. 

Edson had a peculiarly keen sense of the duty of 
citizenship, and was much disappointed at the out- 
break of the Great War, that he could not pass the 
examination for active service in the Medical Corps. 
He wrote of this as follows in a Secretary’s Report 
of his Harvard Class: 

“At the outbreak of the war I was greatly dis- 


to 


appointed at being unable to pass the physical 
requirements for a commission in the Medical Re- 
serve Corps. In July, 1917, I was appointed a 


member of District Board, No. 2, for the state of 
Colorado for the draft. The work of this board took 
a great deal of my time. It meant long hours, great 
responsibility, but great interest. The response of 
the northern half of Colorado was quick, loyal, and 
general. We established a record for speed, and 
were the first District Board to complete our work. 
Much of this was due to the exceptional quality of 
the other members, all being men of the utmost 
devotion and highest ideals of the duties of citizen- 
ship.” 

During the war period he served as Chairman of 
the Committee of Physicians of the Colorado State 
Council of Defence and although far from the scene 
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of action, he lost no opportunity to further the| Edson, wishes to honor his memory by causing this 


cause by all means at his disposal. 

An opportunist, in the best sense, he turned very 
naturally toward the problem of climate in relation 
to disease and became an ardent member of the 
American Climatological Association of which he 
was president in 1920. He wrote extensively on 
climatological subjects, feeling as he did, that an 
adequate knowledge of the effects of climate, was 
not as yet sufficiently understood or appreciated by 
the profession at large. He was a member of the 
American Medical Association, the American Meteor- 
ological Society, the Colorado Scientific Society and 
State and local medical societies and of several 
clubs. Always an enthusiastic Harvard man, he was 
a gracious host to any of his classmates or others 
with Harvard affiliations who might be in Denver. 
For a time he was vice-president of the Western 
Division of the Associated Harvard Clubs. His in- 
terests, in general, were wide and he found small 
difficulty in identifying himself with and forwarding 
the civic life of his adopted city, as shown for ex- 
ample by his membership in its Library Committee. 
He made no secret of his desire to excel in scholastic 
pursuits and he succeeded always in living up to 
this ambition, handicapped though he was by the 
disease which he kept at bay through the greater 
part of his adult life. He was much interested in 
languages. He was a good classical scholar and had 
an intimate acquaintance with modern language as 
well. Among his more serious recreations, he trans- 
lated Javal’s Les Aveugles, into English. On the 
other hand, he had a wholesome respect for scien- 
tific method, which he both practiced and preached. 
Physically he was large-framed, and certainly dur- 
ing the latter years, gave small evidence of impaired 
health. As he grew stronger, he made more fre- 
quent visits East, with no ill result, although, up to 
recent years, he found a long stay on the seaboard 
detrimental. He enjoyed with peculiar zest his 
friends and his old associations, particularly those 
connected with his class, and with college festivities, 
like Commencement. Few realized what his long 
exile meant to him, and such was his own attitude 
that he may not himself have appreciated the sacri- 
fice he was forced to make. He was certainly no 
less loyal to Denver and the West because of his 
devotion to the traditions of Boston. He had made 
a definite place for himself in Denver, Colorado and 
the West generally as a leading physician and a 
leading citizen and will be deeply missed in both 
these spheres of activity. He never married. He 
leaves two sisters, Miss Mary T. Edson and Miss 
Margaret Edson of Boston and one brother, John W. 
Edson of Cambridge. 





CARROLL EVERETT EDSON, M.D. 


Copy OF RESOLUTIONS ADOPTED IN REGULAR MEETING OF 
THE MEDICAL SOCIETY OF THE CITY AND COUNTY OF 
DENVER, JANUARY 21, 1930, AND ORDERED SENT TO 
THE RELATIVES 


The Medical Society of the City and County of 
Denver, having sustained great loss and grief in 
the death of its member, Doctor Carroll Everett 





memorial to be spread upon its records. 

Born of medical forbears, reared in an atmosphere 
of medical practice at its finest, he was already, 
at his graduation at Harvard, A.B. 1888, and A.M. 
and M.D. 1892, marked for a brilliant future. Two 
years of intensive work in his internship at the 
Boston City Hospital and in many corollary inter- 
ests brought to light an active tuberculosis with 
which he came to Colorado in 1894. With health 
restored, he began active practice in Denver, soon 
came to leave the impress of his sound training 
and high ideals upon the medical thought of Colo- 
rado; and, long before his untimely death, had 
taken his place as one of the outstanding clinicians, 
not only of the State, but nationally. 

He was professor of Therapeutics at the University 
of Denver School of Medicine from 1897 to 1906; 
was Professor of Theory and Practice of Medicine 
at the University of Colorado School of Medicine 
from 1906 to 1910; and held membership in the 
American Medical Association, the Colorado State 
Medical Society, the Medical Society of the City 
and County of Denver, serving as its President in 
1914, the American Climatological and Clinical As- 
sociation, of which he was president in 1921, the 
American Meteorological Association and the Colo- 
rado Scientific Society. He was a member of Phi 
Beta Kappa. The flame of his patriotism burned 
high, and he served as Acting Assistant Surgeon dur- 
ing the Spanish-American War, and, denied active 
service during the World War by physical disability, 
he served with distinction as a member of the Dis- 
trict Board, Selective Service, during 1917 and 1918. 
He was also a member of the Associated Harvard 
Clubs, The Rocky Mountain Harvard Club, the Uni- 
versity Club and the Mile High Club, in the activities 
of all bearing a useful and important part. Besides 
a translation from the French of Javal’s “On Becom- 
ing Blind’ he was the author of many important 
papers on medical and climatological subjects, and 
was much sought as a speaker on scientific and other 
occasions. 

Just prior to his death, he had been invited to 
deliver the Shattuck Lecture before the Massachu- 
setts Medical Society,—a signal honor; and had 
chosen as his theme the therapeutic influence of 
climate, a subject in which his intense interest and 
wide study made him pre-éminent. 


As a teacher, he impressed ethical standards and 
sound thinking as well as medical knowledge uvon 
many classes of students. As physician, he brought 
not only depth of medical wisdom and experience, 
but care for details, sound counsel and attentive 
interest in the problem of the individual patient, and 
knew, moreover, that all ills are not those of the 
body, and that a flash of humor or a bit of -homely 
philosophy may, not seldom, be more potent than 
many drugs. As a consultant, his sound training, 
wide reading and experience, his grasp of funda- 
mentals and clarity of thought, brought help to 
many in difficult problems. 

The science and the art of medicine were ever a 
primary interest, and these he pursued with the ardor 
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of an intense nature. But his interests were by no 
means limited to his chosen field. His broad cul- 
ture and catholic tastes led him far in the realms 
of literature and art, and indeed whatever man did, 
interested him. 

Clear in his convictions, of high courage and pur- 
pose, full of bits of kindness and thoughtfulness care- 
fully concealed from the casual observer, and ex- 
emplar of all that is best and truest in the word 
“physician”. Dr. Edson will be long and keenly 
missed far beyond our immediate circle. 

Wherefore, be it resolved that this memorial be 
spread upon the records of this Society, and that 
copies of it be sent to his immediate relatives. 





Signed 
E. W. CoLtins, 
N. A. THOMPSON, 
C. N. MEADER. 
NEWS ITEMS 


OFFICERS OF THE MASSACHUSETTS GENER- 
AL HOSPITAL—At the meeting of the corporation 
the following named officers were elected: Dr. Henry 
P. Walcott re-elected honorary president; President, 
George I. Wigglesworth; vice-president, Henry S. 
Hunnewell; treasurer, Phillips Ketchum; secretary, 
Francis C. Gray; trustees, William Endicott, chair- 
man; Nathaniel T. Kidder; Joseph H. O’Neil, Mrs. 
Nathaniel Thayer, Thomas B. Gannett, John R. 
Macomber, Sewall H. Fessenden, Robert Homans, 
Dr. Algernon Coolidge, Edwin S. Webster, Henry K. 
Sherrill, Phillips Ketchum. 





GRADUATION EXERCISES OF THE MASSA- 
CHUSETTS GENERAL HOSPITAL TRAINING 
SCHOOL FOR NURSES—The graduating exercises 
of the Massachusetts General Hospital Training 
School for Nurses, Wednesday, February 5, was 
presided over by Mrs. Nathaniel Thayer in the Mose- 
ley Memorial Building of the hospital. 

This school has the distinction of having the 
largest list of graduates of any similar institution. 

Dr. C. Macfie Campbell delivered the address. 

Seventy-eight diplomas were awarded. 





$12,000 “VALENTINE” IS GIVEN MEDICAL 
CENTRE—A valentine valued at $12,000, and as 
handsomely engraved as any of the day’s declara- 
tions, but in the shape of stock certificates rather 
than a heart, was presented to the New England 
Medical Centre $1,500,000 fund yesterday. The gift, 
from an anonymous donor, was 100 shares of stock 
of the First National Bank of Boston. 

The fund is being raised to combine the Boston 
Dispensary, the Boston Floating Hospital and the 
Tufts College Medical School, and to restore a suffi- 
-cient supply of family doctors to rural New Eng- 
land.—Bosion Herald. 





We are pleased to take note of this and would 
like to suggest an equal interest in the Boston Medi- 
eal Library. 





TRIBUTE TO DR. JOHN F. O’BRIEN—On the 
evening of February 14, more than three hundred 





and fifty professional and business friends of Dr. 
John F. O’Brien, many years a physician in Charles- 
town, joined to pay him tribute at a testimonial din- 
ner at the Hotel Somerset, Boston. The occasion 
was in recognition of his appointment as assistant 
superintendent of the Boston City Hospital in charge 
of the tuberculosis department at Mattapan. 

Representative Charles S. Sullivan, Jr., brought 
the greetings of the city, representing Mayor Curley. 
In response to many expressions of appreciation, 
Dr. O’Brien pledged his efforts to the continued suc- 
cess of the hospital. 





TUFTS COLLEGE NEWS ITEMS—THE ANNUAL 
DINNER DANCE OF THE DELTA SIGMA THETA FRATER- 
niry—The Delta Sigma Theta fraternity of Tufts 
Medical School will hold its annual dinner dance at 
the Hotel Statler, Georgian Room, on Friday evening, 
February 28. The committee in charge have ar- 
ranged a special program which will include the pre- 
sentation of fraternity scrolls and keys to the follow- 
ing honorary members: 

Dr. Samuel L. Gargill, 1925; Dr. Harold I. Shulman, 
1924; Dr. Isaac R. Jankelson, 1918; Dr. John Zonis, 
1924; Dr. Maxwell Bloomberg, 1924; Dr. Alexander 
A. Levi, 1926—all of Boston; also Dr. Sidney H. Wei- 
ner of Harvard and Dr. Harry Schwartzman of 
Boston University. 

Dr. and Mrs. Samuel L. Gargill will be the honored 
host and hostess. They will be assisted by Dr. and 
Mrs. John Zonis. Several entertaining features have 
been prepared and there is promise of a pleasant and 
memorable evening. The committee in charge are: 
Max M. Goldstein, 1931, chairman, Dorchester; Alex- 
ander N. Fisher, 1931, Dorchester; Harry Golden- 
berg, 1931, Somerville; Samuel Grosberg, 1931, Dor- 
chester. 

a 


NOTICES 





THE DEDICATION OF THE NEW COLLEGE 
BUILDING OF THE JEFFERSON MEDICAL COL- 
LEGE OF PHILADELPHIA 


The Trustees, Faculty and Alumni Association have 
issued invitations to attend the ceremonies incident 
to the Dedication of the New College Building, Sat- 
urday, February 22, 1930, at eleven-thirty o’clock, 
in the Assembly Hall of the College, Tenth and Wal- 
nut Streets, Philadelphia. 

Dedicatory address by George B. McClellan, LL.D., 
Professor of Economic History, Princeton University. 

The various departments of the College will be open 
to inspection during the day. 

In the afternoon Alumni Clinics will be conducted 
in the Clinical Amphitheatre, Samuel Gustine Thomp- 
son Annex, Jefferson Hospital, 2:30 P. M. to 4:15 P.M. 


Chairman Special Clinics Committee: Harold W. 
Jones. 
2.30. P. Brooke Bland, Remarks on Obstetric Ped- 


agogy and Maternal Mortality. 
2.45. Charles E. G. Shannon, What the Practitioner 
Should Know About Cataract and Squint. 
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3.00. Thomas C. Stellwagen, The Relation of Pros- 
tatic Infection to Systemic Disease. 

3.15. Edward L. Bauer, The Present Status of the 
Treatment of Scarlet Fever and Measles. 

3.30. Thomas A. Shallow, The Management of the 
Hydrocephalic Patient. 

3.45. Willis F. Manges, The Relation between 
Chronic Sinus Infection and Lung Lesions. 

4.00. John B. Flick, The Indications for Surgical 
Intervention in Lung Disease. 

4.15. Frank C. Knowles, Recent Advances in the 
Treatment of Syphilis. 

Public inspection of Departments of the College 
two P. M. to five P. M. 





CERTAIN CHANGES OF DUTIES AND STATIONS 
OF COMMISSIONED AND OTHER OFFICERS 


Frepruary 5, 1930 

A. A. Surgeon M. G. Kotler has been relieved from 
duty at East Boston, Mass., and assigned to duty at 
the Marine Hospital, Boston, Mass., January 29, 1930. 

Asst. Surgeon General R. C. Williams has been di- 
rected to proceed from Washington, D. C., to Boston, 
Mass., and return, for the purpose of conferring with 
State and local health authorities regarding the re- 
porting of and measures for the prevention of small- 
pox and other epidemic diseases. 

Surgeon J. P. Leake. Directed to proceed from 
Washington, D. C. to Boston, Mass., and return, for 
the purpose of consulting with the Commissioner of 
Public Health relative to the proper methods to be 
used to prevent the spread of smallpox. He appeared 
before the Legislative Committee.— United States 
Public Health Service. 


_— 


REPORTS AND NOTICES OF 
MEETINGS 








THE SEMI-ANNUAL MEETING OF THE MASS- 
ACHUSETTS TUBERCULOSIS LEAGUE 


The Semi-Annual Meeting of the Massachusetts Tu- 
berculosis League was held in the Little Building, 
Boston, on Thursday, February 6. Dr. Frederick T. 
Lord, President, was in the chair. 

Mr. Ernest Stephens, Assistant Superintendent of 
Schools of Lynn, made an address on the High School 
Health Education Study now being made under the 
joint auspices of the National Tuberculosis Asso- 
ciation, the Massachusetts Tuberculosis League and 
the Lynn School Department in the English and 
Classical High Schools of that City. 

Miss Jean V. Latimer, Educational Secretary of the 
League, made a report on her work: of the past six 
months. 

Frank Kiernan, Executive Secretary of the League, 
announced that the 1929 Seal Sale had surpassed that 
of the previous year by $4,000. 

Following the meeting the Board of Directors of 
the League met, adopted the budget for 1930 and ap- 
proved the Contract with the National Tuberculosis 
Association for the 1930 sale of Christmas Seals. 

On the recommendation of the Executive Commit- 





tee of the League a leave of absence was voted the 
Executive Secretary. | 

' Resolutions on the death of Dr. Vincent Y. Bow- 
ditch, Honorary Vice-President and for sixteen years 
a Director of the League, were adopted. 

Resolutions of thanks to the family of Mr. and 
Mrs. Oliver J. Schoonmaker of Northern Worcester 
County for donation of camp site and buildings at 
South Ashburnham to the Northern Worcester Coun- 
ty Health Association were adopted. 

Similar resolutions for gift of camp site in Hamp- 
den County by Mr. John S. Robinson of Springfield 
were adopted. 





THE ANNUAL MEETING OF THE BOSTON 
TUBERCULOSIS ASSOCIATION 


The Annual Meeting of the Boston Tuberculosis 
Association was held at the University Club on 
February 3. Dr. John B. Hawes, 2nd, presided. 

Dr. Hawes in his annual address as President of 
the Association stated that during the past year 191 
children had been taken care of at Prendergast Pre- 
ventorium. The average stay of the children was six 
months. The full-time follow-up worker of the As- 
sociation visits the children and their families in 
the homes after they are discharged to see that the 
preventorium regimen is maintained. An x-ray plant 
and a dental clinic for the children are soon to be 
established at Prendergast Preventorium. 

At the Placement Service of the Association 194 
discharged sanatorium patients applied for employ- 
ment in 1929. Seventy-five of these or 39% were 
successfully placed in suitable positions. Dr. Hawes 
announced that Mr. Everett Morss, Jr., has succeeded 
Mr. Ralph May as Chairman of the Placement Com- 
mittee. Our patients who are placed in employment 
through this Committee are examined each month at 
the Association headquarters and advised as to con- 
tinuing their treatment. 

The Information Bureau of the Association in 1929 
received 700 inquiries for information as to clinics, 
sanatoria and health literature. 

The intensive work of the Association was contin- 
ued in Ward 9 among the colored people. The Asso- 
ciation has a full-time colored nurse trained in public 
health and tuberculosis work who has carried on a 
varied program for awakening the interest of the 
colored residents in bettering their living quarters 
and improving health conditions in the neighborhood. 

Dr. Hawes announced that the Seal Sale of 1929 
will equal that of 1928 which brought in approxi- 
mately $55,000. 

Miss Bernice W. Billings, R.N., Executive Secretary 
of the Association, read the report of the Auditor. 

Dr. Nathaniel K. Wood, Chairman of the Nominat- 
ing Committee, presented the names of the Officers 
of last year for re-élection. They were unanimously 
re-élected. The Officers are Dr. John B. Hawes, 2nd, 
President; Dr. James J. Minot, Vice-President; Mr. 
George F. Mumford, Treasurer; Miss Isabel Hyams, 
Clerk. 

Following the election Dr. Benjamin Goldberg, Sec- 
cretary and’: a member of the Board of Directors of 
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the Municipal Tuberculosis Sanatorium of Chicago, 
Illinois, read a paper on the control of tuberculosis 
in Chicago. 


BRISTOL COUNTY ORTHOPAEDIC CLUB 


The Clinical Meeting of the Bristol County Ortho- 
paedic Club will be held at the Truesdale Clinic 
Library, 151 Rock Street, Fall River, Mass., Febru- 
ary 25, 1930 at 8:15 P. M 

Dr. Clarence C. McCreery will discuss the treat- 
ment and end results in the following cases: 

1. Traumatic Contracture tensor fascia femoris. 
Fractures of the Spine and Pelvis. 
Spastic Paralysis. 

Subacromial bursitis. 
EarLe E. Hussry. M.D., 


ms oS te 


Necretary. 
HARVARD MEDICAL SOCIETY 

The Harvard Medical Society will meet in the 
Amphitheatre of the Peter Bent Brigham Hospital 
it 8:15 on the evening of February 25, 1930. 

PROGRAM 

Presentation of Cases. 

“The Cruise of the Illyria,” 
tern slides. Dr. William Moss, 
of Bacteriology and Immunology, 


illustrated with lan- 

Assistant Professor 
Harvard Medical 
School 


Necretary. 


Wittiam P. Murpitry, 

_> —_- 
SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


1929-1930—-Massachusetts Dietetic Association. Com- 
jete schedule appears on page 852, issue of October 24. 

February 20—New England Hospital for Women and 
‘hildren. Complete notice appears on page 355, issue 
f February 13. 

February 21—New Iingland R oentgen Ray Society. De- 
tiled notice appears on page 355, issue of February 13. 

February 25—Harvard Medical Society. Complete no- 

‘e appears above. 

February 25—Bristol County Orthopaedic Club. Detailed 
iotice appears above. 

February 26—Harvard Medical School. Lecture on 
The Care of the Patient.” Amphitheater ( at 5 bP. M., 
rr. Samuel B. Woodward, Ex-President, Massachusetts 
Medical Society. 

March-October — International Medical Postgraduate 
Sourses in Berlin. Complete notice appears on page 853, 
issue of October 24 

April 14-18—The New England Public Health Institute. 
Complete notice appears on page 55, issue of January 2 

May 2—Annual Meeting of the American Society ‘of 
Stomatologists. Detailed notice appears on page 92, issue 
of January 9. 

May 5-10—First International Congress on Mental Hy- 
giene. Detailed notice appears on page 93, issue of Janu- 
ary 9. 

September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31. 

October 27—The American Public Health Association 
a notice appears on page 1271, issue of Decem- 
ber 19. 

DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 


May 1—Thursday—Censors’ meeting at Hotel Bartlett, 
95 Main Street, Haverhill, (Telephone 3430) at 2 P. M. 
sharp. Candidates should present their diplomas to the 
Secretary one week in advance. 

May 7—Wednesday—Annual Meeting, at Anna Jaques 
Hospital, Highland Avenue, Newburyport, Mass. 


J. FORREST BURNHAM, M.D.; Secretary. 


Essex South District Medical Society 


Re agg et March 5, 1930—Lynn Hospital. Clinic 5 
M. Dinner 7 P. M. ‘Speaker: Dr. R. S. Titus, Boston. 
Subject: “Some Aspects of Caesarean Section,” illustrated 
with Moving Pictures. General Discussion from the floor. 





Wednesday, April 2, 1930—Hotel Hawthorne, Salem. 
sinner at 7 P. M. Speaker: Dr. Timothy Leary, Boston. 
ubject: “Diagnostic and Therapeutic Pitfalls in Intra- 
‘ranial Pyogenic Infections.”’ 
Thursday, May 1, 1930—Censors meet for Examination 
f Candidates at Salem Hospital at 3:30 P. M. 
Tuesday, May 13, 1830—Annual Meeting. The Tavern, 
‘loucester. Speaker: Dr. C. Macfie Campbell, Director 
f Boston Psychopathic Hospital. Subject to be an- 
iounced later. Ladies invited. Dancing. 

R. E. STONE, M.D., Secretary. 


Franklin District Medical Society 
The meetings of the Franklin District Medical Society 
vill be held at the Weldon Hotel, Greenfield, Mass., on 
he second Tuesdays of March and May, at 11 A. M. 
CHARLES MOLINE, M.D., Secretary. 


Hampshire District Medical Society 
April 9—This meeting will occur at 11 A. M. and will 
be held at the Dickinson Hospital, Northampton. 
The Annual Meeting will be held in May. 
LUTHER O. WHITMAN, M.D., Secretary. 


Middlesex East District Medical Society 


March 12—At Melrose. . 
May 13—At Unicorn Country Club, Stoneham. 
ALLAN R. CUNNINGHAM, M.D., Secretary. 


Middlesex South District Medical Society 


April 16, 1930—Annual Meeting. Commander Hotel, 
Cambridge. Program to be announced. 
May, 1930—Censors’ meeting. 
ALEXANDER A. LEVI, M.D., Secretary. 


Norfolk District Medical Society 


February 24, 1930— 
Kkdwin H. Place will present a paper on 
and Treatment of Scarlet Fever.”’ 

March 24, 1930—Roxbury Masonic Temple. Dr. Burton 
kx. Hamilton. Subject to be announced. 

May 6, 1930—Annual Meeting. Program to be an- 
nounced. 

The Censors meet for the examination of candidates, 
May 1, 1930. in the Roxbury Masonic Temple, 171 Warren 
Street, Roxbury, at 4:00 P. M. 

Applications must be in the hands of the Secretary 
at least one week previous to date of examination. 

Owing to inability to engage the Roxbury Masonic 
Apartments on the last Tuesday of the month, such 
meetings as will be held in the Roxbury Temple will be 
held Monday evenings as per the dates above. 

RANK S. CRUICKSHANK, M.D., Secretary. 


-Roxbury Masonic Temple, 8:00. Dr 
“The Prevention 


Plymouth District Medical Society 


March 20, 1930—Moore Hospital, Brockton. 
to be announced later. 

April 17, 1930—Annual Meeting, Commercial Club, 
3rockton, 7 P. M. Election of officers. Annual oration, 
Dr. Frederick F. Weiner, ‘‘The Management of Prostatic 
Diseases,’’ with moving pictures. 

G. A. MOORE, M.D., Secretary. 


<a 


BOOK REVIEW 


Speakers 


Clinical Obstetrics. By Patt T. Harperer, Ph.B., M.D.. 
Se.D., F.A.C.S.. Philadelphia: F. H. Davis Com- 
pany. 1930. Price $8.00. 


This is a clinical textbook presenting a philosophy 
or rationale dealing with the more important prob- 
lems of obstetric practise. It is a study of indications 
and is analytical rather than technical. It is a rec- 
ord of the author’s personal reactions to obstetric 
problems, and places principles above procedures. It 
is illustrated with a series of 84 plates of engravings 
comprising 250 figures, with legends and charts. It 
assumes familiarity with the fundamentals of ob- 
stetrics, and aims to train the practitioner’s diagnos- 
tic clinical acumen and therapeutic good judgment. 
It may be heartily commended to anyone desirous to 
practise obstetrics by enlightened principles, rather 
than by arbitrary rules and alarmist indications. 












. 
7-4 of 


